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Abstract:

This research project aims to establish current levels of participation in physical activity
amongst the adult population of the Mallow Urban District Council (UDC) area. Using
an adaptation of The Scottish Physical Activity Questionnaire (SPAQ) (Lowther et al,
1999) used by the Health Education Bureau for Scotland (HEBS) an attempt will be made
to establish the respondents’ readiness for change in relation to physical activity
participation. This research methodology is new to Ireland but has been used successfully
by the HEBS, (Lowther et al, 1999).

The objectives of this work are to:

1. Establish current levels of participation in physical activity of adults in Mallow
(UDC area)
2. Identify the group’s readiness for change with regard to physical activity
3. Make recommendations on how best the populations physical activity needs may
be met, which in turn may be used to inform policy on leisure provision for the
population.

The project aims to address two main questions:

111

1. What percentage of the adult population in the Mallow UDC Area meets
recommended physical activity levels as set out by the American College of
Sports Medicine (ACSM, 2000)?

2. What is the non-exercising respondents’ readiness for change with regard to
physical activity participation, using Prochaska & DiClemente’s Stages of Change
Model? (Prochaska & DiClemente, 1984)

Research Methodologies:

Cluster sampling will be utilised, using the Census Data published in 1996 (Central
Statistics Office, 1996), four variables will be used to stratify the sample (place of
residence, age, sex and social class).

Summary of Results:

The study found that a significant proportion of the respondents (n = 101, 94%) recalled
physical activity that was sufficient to meet recommended guidelines (American College
of Sports Medicine (ACSM), 2000). Furthermore, across all strata there was a very poor
correlation between recalled physical activity levels and self-selected stage of change,
(Prochaska & DiClemente, 1984)
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Chapter 1

Introduction

Introduction:

1.

The purpose of this research study is to provide an account of physical activity
participation in a small urban town (Mallow, Co. Cork located in North Cork), in
addition to exploring respondents’ readiness to change their physical activity
behaviour. The data will be utilised to draw implications for policy with regard to
physical activity promotion, and the allocation of fiscal and physical resources for the
purpose of community physical activity and recreational use.

The study focuses on the adult population of Mallow Urban District Council (UDC).
The research tool is based on that used by the Health Education Bureau for Scotland
(HEBS) (Lowther et al, 1999). The tool assesses current physical activity levels using
self-reporting measures, in addition to self-selected Stage of Change (Prochaska &
DiClemente, 1984). Data will also be collected regarding inhabitants’ knowledge of
the benefits of regular physical activity and identify the community use of current
facilities available for physical activity, sport and recreation. Furthermore, the study
will examine the relationship, if any, between the collected data and three strata: age,
gender and social class (see appendix 8).

Therefore, the main research questions of this study are;

1

What percentage of the adult population in the Mallow UDC Area meets
recommended physical activity levels as set out by the American College
of Sports Medicine (ACSM, 2000)?

2

What is the non-exercising respondents’ readiness for change with regard
to physical activity participation, using Prochaska and DiClemente’s
Stages of Change Model? (Prochaska & DiClemente, 1984)

The focus of the study will be to identify group effects rather than individual
differences. This study aims to identify aggregate differences between different adult
age groups, social class groups and sex in a specified place of residence (Mallow) in
order to infer a causal relationship between these variables and likelihood of leisure
participation among the population.

The physiological and psychological benefits attributable to regular physical activity
are widely accepted by the general public, physicians and scientists (Bouchard et al,
1993, U.S. Department of Health, 1996, The Economic & Social Research Institute,
2004). Regular physical activity is associated with reduced overall mortality rates, and
is positively associated with reducing the incidence of hypertension, obesity, coronary
heart

disease,

colon cancer,

non-insulin dependant diabetes,

osetoarthritis,

osteoporosis, and the risk of falling in older adults (Bouchard et al, 1993, U.S.
Department of Health, 1996, The Economic & Social Research Institute, 2004).
Physical activity accumulated to 30 minutes (accumulated in bouts of at least ten
minutes) is sufficient to confer these health benefits (American College of Sports
Medicine, 1997, 2000). Activities such as walking to and from work, stair climbing,
gardening, and dancing broaden the scope of health beneficial physical activity
beyond aerobic exercise, gym regimes and sport, thereby making physical activity
accessible to those with even limited time and financial resources.

As the health benefits of regular physical activity are greatest for sedentary
individuals (U.S. Department of Health, 1996, Bouchard et al, 1993), an increase in
physical activity has potentially enormous effects on the health of our nation. Even
though one in two Irish adults self-reported excellent or very good health in a survey
measuring health and lifestyle behaviours in 2003, there has been a reported increase
in physical inactivity among Irish adults since 1998 (Higher Education Centre for
Health Promotion Studies, 1999, 2003).

Indeed, almost a quarter of Irish adults remain sedentary (Higher Education Centre for
Health Promotion Studies, 2003, The Economic and Social Research Institution,
(ESRI) 2004) with only 41% of Irish adults reporting engaging in some form of
regular physical activity in 2003 (Higher Education Centre for Health Promotion
Studies, 1999). Similarly the ESRI (2004) found low levels of physical activity, with
only 33% of respondents reporting regular participation in sport (this report broadly
measured sport to include leisure time sport and physical activity which included
walking for leisure purposes, the study excluded work based physical activity). The
ESRI concluded that no physical activity intervention has proven to work well; with
benefits of interventions being small or short lived. It is hoped that the results from
this study will help inform future policy on leisure provision and physical activity
promotion for Mallow town, and results will be utilised to provide a successful and
beneficial physical activity intervention in the town.

Mallow town (urban district) was chosen as place of residence, the reasons were
threefold. The Health Promotion Department of The Southern Health Board expressed
strong interest in carrying out such a study in an urban town in their region (Cork &
Kerry Counties). Particularly in a town where no current physical activity initiative
for adults was being provided by their offices, Mallow meets these criteria. Secondly,
Mallow has been identified as a town of disadvantage in terms of educational
attainment, social housing, unemployment, lack of infrastructure and integrated
services (Cork County Council, 2001). Consequently Mallow was included in the
R.A.P.I.D. plan, which, will be discussed in further detail below. Finally, the
researcher, an inhabitant of the town, has a personal interest in the town and a desire
to improve physical activity services and infrastructure.

1.1

Mallow Town:

Mallow is a ring town (junction town), known as the ‘Crossroads of Munster’. The
region is well served by transport infrastructure, providing primary road access to
Limerick (N20), Killamey, Kerry (N72) and Dublin (N8). The town is located on the
main Dublin to Cork rail service, and serves as a junction on the main Dublin to Kerry
rail route. Bus Eireann provides daily routes from Mallow to locations throughout
Ireland, with connections to the United Kingdom (UK). Mallow provides direct
access to Cork International Airport and the Ferry Terminal at Ringaskiddy where
shipping services to the UK, the continent and the United States of America are
available (Cork County Council, 2005).

Mallow Electoral Area, located in North Cork, is a varied and primarily rural area of
approximately 651 sq km, (see appendix 1). The electoral area consists of prime
agricultural food-producing lands comprising of dairy and tillage farms. The area is
renowned for its beautiful scenery, situated in the Blackwater Valley, which is
popular for course and game fishing. The Blackwater Valley provides a countryside
that is ideal for walking, horse riding, hunting, shooting and other outdoor pursuits.
Horse riding is synonymous with North Cork and Mallow town plays host to Cork’s
only racetrack. The racecourse also serves as a major tourist attraction (Cork County
Council, 2004, Cork County Council, 2005, Mallow Urban District Council, 1997).

Mallow town is located approximately 32 km to the North of Cork City. The River
Blackwater flows through the heart of the town in an easterly direction, effectively
splitting the town in two. Due to its flooding behaviour land on both the northern and
southern river embankment remain in part undeveloped (Mallow Urban District
Council, 2004). Mallow has a rich and unique built heritage. Developed from Mallow
Bridge over the Blackwater, the town faces a northerly direction. The main street runs
from the bridge on a south, north axis and curves to the east, west axis in the centre of
the town, (see map of Mallow Urban Disctrict in appendix 2).

Most of Mallow is located within the jurisdiction of Mallow Town Council or Mallow
Urban District Council (UDC). The town itself is divided into two distinct urban
districts Mallow Urban North & Mallow Urban South. The Town Council has its own
jurisdiction with its own development plan for the town (Cork County Council, 2004,
Mallow Urban District Council, 1997).

Mallow Electoral area is vast and includes villages and towns within a 20 mile radius.
For the purposes of this study the population is limited to the urban districts of
Mallow.

According to 2002 Census Data (Central Statistics Office, 2002) the population of
Mallow Urban North (3996) and Mallow Urban South (3095) has grown by 10.2%
between the years 1996 and 2002 to reach a population of 7,091. Mallow Urban North
has shown an increase (20.7%) in population while Mallow Urban South has shown a
slight decrease (-0.9%). The overall increase in population is mostly in the 15 to 64
year age group, which has implications for an aging population.

Unemployment has decreased (-55%) substantially between the years 1996 and 2002
in the town. Mallow area provides major employment for North Cork, which is
concentrated in metal, engineering, and food processing. Such companies in Mallow
include Kostal (manufacturing sound boards for the automation industry), the Irish
Sugar Company and Dairygold (Cork County Council, 2005). The source of
employment is mainly located in the town of Mallow; with 16% of those employed
working in manufacturing industries and 27% employed in commerce, insurance,
finance and business services (Central Statistics Office, 2002).

Approximately 20% of all housing in the town is local authority housing, 75% of
which was built prior to 1970 (Mallow Area Implementation Team Strategic Plan,
2003). These estates contain a relatively high concentration of lone parents and a
young school aged population, (ibid). The estates lack basic infrastructure such as
playing areas, community facilities and childcare facilities.

Key problem areas of the town include early school leaving and the high ratio of
elderly dependency (Mallow Area Implementation Team Strategic Plan, 2003, Cork
County Council 2003). There is no public or private transport system operating in the
town, creating difficulties for elderly and residents in social housing, the majority of
which is located at least two miles from the town centre (Mallow Implementation
Strategic Plan, 2003). However, Mallow Urban District Council in its development
plan (2004) do not believe Mallow has the critical mass to support one, therefore,
does not include provision for such a service for the town. However, any future
development of the infrastructure in the town will accommodate the movement of
buses through the town and its developed area (ibid).

Mallow was included in the National Development Plan as a R.A.P.I.D. town
(Revitalising Areas by Planning, Investment and Development) in 2001. The National
Development Plan (NDP), 2000-2006, involves the investment of public, private and
EU funds between the years 2000 and 2006. The NDP is primarily concerned with
allocating funds to the health services, social housing, education, roads, public
transport, rural development, industry, water and waste services, childcare and local
development (Cork County Council, 2005, Mallow Area Implementation Strategic
Plan, 2003). Inclusion in this programme will ensure that Mallow town will have the
opportunity to be revitalised and renewed with particular attention being paid to more
disadvantaged areas of the town. The R.A.P.I.D. plan aims to provide and co-ordinate
services and investment with regard to a variety of services and facilities such as
community health and well-being, developing an attractive, safe and well serviced
physical environment, increasing access to support for those seeking employment and
increasing access to affordable, quality child care services.

Another Cork County town has been included in the R.A.P.I.D. programme, namely
Youghal, which is situated on Cork’s eastern border with Waterford, (see appendix 3).
It is an important ring town that serves a large hinterland in both counties. Most of
Youghal is located within the jurisdiction of Youghal town council, and similar to
Mallow has its own development plan for the town, (see appendix 3 for Youghal
UDC area). Substantial parts of the town remain undeveloped, although the town is
attractive, located in a seaside setting. The town, similar to Mallow, is liable to regular
flooding.

In recent years Youghal has experienced significant growth and employment figures
have shown a substantial increase in the last decade (Youghal Development Plan,
2003, Cork County Development Plan, 2005, Central Statistics Office, 2002).

As a result of inclusion in the R.A.P.I.D. programme several sports clubs in Mallow
town have the opportunity to apply for funding through the National Development
Plan. Funding sought for physical activity facilities and clubs in Mallow include the
Majestic Pitch & Putt Club, (seeking funding to install automatic sprinkler system,
obtain course maintenance equipment and fencing on the road boundary) and Mallow
Gaelic Athletic Association (G.A.A.), (seeking €1.5 million for the construction of an
indoor sports arena for the club and Mallow community). Applications for both
projects have been submitted to the relevant government departments with no
outcome as yet (ibid). Furthermore, the project aims to seek funding to provide a
community gym facility (the only gym facility currently available is through private
membership) in the swimming pool complex (Mallow Area Implementation Team
Strategic Plan, 2003).

The National Spatial Strategy (NSS) 2002-2020 is a twenty-year plan designed to
achieve a better balance of social, economic and physical development, in addition to
population growth between regions. In the plan, Cork City has been designated as a
'Gateway’ or engine of regional, national or international growth, while Mallow and
Youghal were designated as ‘Hub’ towns along with eight other towns. The purpose
of these ‘hub’ towns is to provide support to the gateways, (Mallow to Cork and
Limerick) and energising smaller towns and rural areas.

The NSS proposes substantial growth at Mallow, reflected in its potential ability to
attract major new industrial development as a result of its large surrounding area, and
its good road and rail connections. Inclusion in this plan will ensure Mallow’s
physical infrastructure will improve and be capable of supporting the gateways.
Inclusion in both the R.A.P.I.D. programme and the NSS will ensure Mallow (and
Youghal) will benefit financially. It is essential to plan for the spending of this
funding. This research study should assist in the planning of the resource allocation
for provision of physical activity and recreation.

Respondents in this study were to be adults, ranging in age from 20 to 64, and sample
selection is discussed in detail in the Methodology chapter, (see page 80). As
previously mentioned no physical activity initiative has recently been directed
towards adults in this population. Also, following an audit of the physical activity
services, facilities and sports clubs in Mallow town, a lack of services and facilities in
terms of physical activity specifically provided for adults was apparent, (see appendix
4).

Indoor facilities available for use in physical activity and leisure activities are
confined to school gyms, a members only private leisure centre, a public swimming
pool, and a youth centre. The youth centre is in need of substantial refurbishment;
indeed applications have been submitted for funding for this project (application to
the Department of Education & Science) and also for an electronie scoreboard
(applieation to the Department of Arts, Sport & Tourism) for the basketball club,
which uses the centre (Mallow Area Implementation Plan, 2003). However, as yet no
funding has been awarded.

Furthermore, in its development plan for the town Mallow UDC (1997) considered
the facilities available for sport and reereation, both indoor and outdoor to be
sufficient for the needs of the town. As the council felt recreational needs were well
catered for, it proposed no funding be allocated to the provision of services or
facilities in the town. Similarly in its latest development plan (2004) the Mallow UDC
remain of the view that the facilities and amenities available for the provision of
leisure and reereation are suffieient for the needs of the town. However, they are
aware, through public consultation that a perceived deficit of facilities for the local
community is present, and aim to make this a key issue for future development,
setting as one of its objectives to “support vibrant and eonfident local communities by
identifying sufficient provision for community facilities relating to health, edueation,
childcare, arts, culture, sports and recreation” (Mallow Urban District Council, 2004,
p. 4).
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Nonetheless, there will be no provision for funding or development until proposals for
the extension of recreation, leisure and community facilities or re-use of existing
facilities demonstrate that there is sufficient local demand for such projects, and that
an alternative replacement of equal or greater community benefit can be provided for
the respective area (Mallow Urban District Council, 2004).

The council has however, set as its objectives to facilitate further development of the
walkways along the River Blackwater, to further improve pedestrian facilities, cycling
facilities and road safety, and also develop currently undeveloped open spaces, a large
number of which are located throughout developed residential areas. In addition.
Mallow town park has been zoned for provision of community facilities (ibid).
However, the development of the park is unlikely. The town park is subject to serious
and regular flooding, and the effect of this potential flooding is to eliminate or restrict
development of the site. All of the above are included in the development of
infrastructure and natural amenities in the town council’s development plan.

In contrast to Mallow UDC, Youghal UDC are aware of the deficit of recreational
facilities available for community use. Although the town contains badminton courts,
squash courts, beaches, playing pitches, floodlit tennis courts, and tourist trails there is
a lack of good multi-purpose indoor sports facilities and there is no swimming pool.
The council has received approval to tender for a major new swimming pool
complex/leisure centre. Furthermore, the council are in negotiations with the athletic
club to develop a running track on land owned by the council (Youghal Urban District
Council, 2003). Youghal town council certainly appear to be more pro-active in
providing community based recreational facilities than Mallow town council.
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The G.A.A. is the largest provider of sports and recreational facilities and activities in
the town. Other sporting bodies well established in the town are soccer and rugby,
with their own clubhouses and sporting grounds, (see appendix 4). For residents of
Mallow who wish to be physically active but do not have the financial means to pay
for sports clothing, or membership fees their choices are limited. Most activities
included in appendix 4 require a financial outlay of varying amounts and frequencies.
For instance, the hill-walking club requires a small joining fee paid annually.
Membership however requires purchase of adequate walking boots and rain gear,
which may be beyond the means of more disadvantaged individuals in the area.

The existence of a vast range of clubs and organisations of a sporting nature in the
town, as indicated by the town council (Mallow Urban District Council, 2004), does
not infer membership for all members of society. Many of these clubs, require a
financial outlay on joining and at regular intervals, each sporting organisation requires
their members to obtain basic equipment such as football or rugby boots, specific
running shoes for diverse athletic disciplines, sports wear, protective equipment and
so forth, many of which are expensive and in some cases beyond the financial means
of more disadvantaged individuals. Therefore the social inclusiveness of some of
these organisations may be questionable. Indeed, many of these clubs may be viewed,
as tribal by non-members and it may be difficult for members with low self-esteem,
self-efficacy or self-confidence to approach a club for membership (Buckworth &
Dishman, 2004, ESRI, 2004).
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Physical activity initiatives in the town are not currently aimed at the adult population.
The Southern Health Board currently provides physical activity initiatives for children
who attend school and for adults at retirement age only. There is a great need to target
physical activity initiatives at individuals who have finished their formal education,
this accounts for some 2.5 million adults in Ireland (ESRJ, 2004). There is often little
continuity between physical activity in teenage years and adulthood as individuals age
they tend to become less involved in physically demanding activities and team based
sports (ESRI, 2004, Higher Education Centre for Health Promotion Studies, 2003,
Bouchard et al, 1993). Indeed involvement in the dominant sports (G.A.A., rugby and
soccer) reduces with age, as these high intensity sports become less appealing,
especially to women, and are generally dominated by males under the age of thirty
(ESRI, 2004).

A common adaptation to moving from childhood into adulthood is a complete
cessation of physical activity (U.S. Department of Health, 1996, Bouchard et al,
1993); this has been seen in the results of the SLAN surveys, (1999 & 2003) with
levels of participation decreasing with age. Therefore, there is a need for direct
attention to be paid to promoting physical activity to the adult population, in particular
those aged over 40 years as the largest proportion of sedentary individuals in Ireland
is in the over 40 age group, particularly females in that age group (ibid, ESRI, 2004).

Outdoor amenity and natural environment available for physical activity and
recreational use in Mallow town include:
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•

The town park, close to the town centre, located on the river Blackwater; it
comprises an area of 22 hectares and contains a G.A.A. pitch, soccer pitch,
rugby pitch together with an open recreational space and constructed walls and
pavements. The town park itself is not lit at night, and floodlights are only
available on the soccer pitch during match times or allocated training times.

•

The river Blackwater flows through the centre of Mallow, along its banks are
walks and vistas. However, lack of lighting along these walks significantly
reduces their use in late afternoon and evening time due to safety
considerations. During times of flooding these walkways are inaccessible,
often for months at a time.

•

Walkways along roads, these are in good condition and well maintained,
(Cork County Council, 2005, Mallow UDC, 1997). Walking is the most
accessible pastime in Mallow as it requires little or no financial investment
and the infrastructure around the town is good. Safety may be a consideration
for those individuals walking alone after dark.

It is hoped that this research will serve to inform future policy with regard to sport and
recreation provision and physical activity promotion in the area. Involvement from
local organisations, such as the Avondhu Development Group (focus on providing
equality and social inclusion), Mallow Urban District Council and the Health
Promotion Department of the Southern Health Board is essential in providing
accessible services and facilities to the population, in particular to those who are
disadvantaged.
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Highlighting the need for provision of facilities and services for recreational and
physical activity use may encourage the Mallow UDC to include provision for
funding for such development in the town. Cork County Council in their development
plan for Mallow electoral area (2005) have set aside provision for the development of
two sporting pitches and playing grounds, located just outside the Mallow UDC
jurisdiction, (see appendix 5). It would be of great benefit to the town if these
developments proceeded and were made available for community use at times
suitable for all members.

The primary audience to be informed by this research will be the Health Promotion
Department of the Southern Health Board, Mallow Urban District Council and other
relevant bodies such as the Avondhu Development Group, Cork County Council and
other organisations with the capacity to inform policy with regard to provision for PA
in the town. It is also envisaged that this research should inform researchers and
policy makers involved in other regions of the country.
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1.2

Definition of Terms:

1.2.1

Physical Activity

Physical activity is frequently categorised by the context in which it occurs, such as
occupational, leisure time (competitive sports, recreational activities, and exercise
training) and transportation (Bouchard et al, 1993, U.S. Department of Health, 1996).
The definition of physical activity, which appears in the Report of the Surgeon
General, is any “bodily movement produced by the contraction of skeletal muscle that
increases energy expenditure above the basal level” (U.S. Department of Health,
1996, p.20).

The current recommended guidelines suggest “significant health benefits can be
obtained by including a moderate amount of physical activity (e.g. 30 minutes of brisk
walking or raking leaves, 15 minutes of running, or 45 minutes of playing volleyball)
on most, if not all, days of the week. Through a modest increase in daily activity
most...can improve their health and quality of life... additional health benefits can be
gained through greater amounts of physical activity. People who can maintain a
regular regimen of activity that is of longer duration or of more vigorous intensity are
more likely to derive greater benefits” (U.S. Department of Health, 1996). This
definition makes it clear that not only does physical activity include leisure time
physical activity and exercise but also physical activity carried out at work (physical
labour), at home (gardening, cleaning, hovering, etc) and transport (walking, cycling
to and from work). Therefore, this definition of physical activity will be used as the
working definition for the purpose of this study.
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1.2.2

Exercise

Exercise, a subclass of physical activity, is defined as planned, structured, and
repetitive bodily movement done to improve or maintain one or more components of
physical fitness (ACSM, 2000, p.4, U.S. Department of Health, 1996, p. 20).

1.2.3

Physical Fitness

Physical fitness has been defined in many ways. It has been defined as a set of
attributes that people have or achieve that relate to their ability to perform physical
activity (ACSM, 2000). Physical fitness may also be defined as a condition in which
the individual has sufficient energy and vitality to complete daily tasks and physical
activity without undue stress (Nieman, 1998, p.4).

This study makes no attempt to measure physical fitness. The study is solely
concerned with the importance of regular physical activity on health and well-being.
The focus of the study is to measure both leisure time physical activity and work
based physical activity of moderate intensity.

1.2.4

Health

A widely accepted definition of health is that of the World Health Organisation which
has not been amended since 1948.
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Health is defined as a state of complete physical, mental, social and spiritual well
being, and not merely the absence of disease and infirmity (Nieman, 1998, p.4. World
Health Organisation, http://www.who.int/en/2004).

The International Consensus Conference of Physical Activity (1998) defined health as
“a human condition with physical, social, and psychological dimensions, each
characterised on a continuum with positive and negative poles. Positive health is
associated with a capacity to enjoy life and to withstand challenges; it is not merely
the absence of disease. Negative health is associated with morbidity and, in the
extreme, with premature mortality” (U.S. Department of Health, 1996, p.22). This
definition will be the working definition of health for the purpose of this study.

1.2.5

Health Related Fitness

Health related fitness includes five components, cardiorespiratory fitness, muscular
strength and endurance, body composition, and flexibility. The relative importance of
one or all of these components depends on the health goal. (U.S. Department of
Health, 1996, p.22).

1.2.6

Leisure Time

Leisure time physical activity is undertaken after completion of work, travel to and
from work, and household chores. The freedom to partake in this type of physical
activity depends largely on an individual’s need for extra income, division of labour
in the home, daily commuting time and number and age of dependants.
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The type of activity chosen is dependant on personal needs and interests, socio
economic status, demographic factors, cultural and environmental factors (Bouchard
et al, 1993).

1.2.7

Work Based/Occupational Physical Activity:

Physical activity that arises from work may include cycling, walking to and from
work or physical exertion engaged in as part of an individual’s job (ESRI, 2004, U.S.
Department of Health, 1996, Bouchard et al, 1993). Household chores may also
included in occupational physical activity and include such activities as gardening,
hovering, bed making and cleaning (ibid). For the purposes of this study work based
physical activity is restricted to moderate walking to and from, and while at work, in
addition to moderate physical exertion while at work including manual labour.
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Chapter 2

Literature Review

2.

Literature Review

2.1

The Effects of Physical Activity on Health

2.1.1

Overview:

Physical activity (PA) is recognised as an integral component of a healthy lifestyle by
the population at large, scientists and physicians (Bouchard et al, 1993, U.S.
Department of Health, 1996, Ewles & Simnett, 2004) yet the majority of Irish adults
remain sedentary in their lifestyle and at work (Higher Education Centre for Health
Promotion Studies, 2003 & 1999, Department of Health & Children, 1999). Low
levels of habitual physical activity and low physical fitness are strong independent
predictors of all-cause mortality. Generally the human body functions at its optimal
physiological and psychological capacity when the individual partakes in regular
moderate physical activity most days of the week (Haskell, 1997, Buckworth &
Dishman, 2002, U.S. Department of Health, 1996, Bouchard et al, 1993). In addition,
a physically active lifestyle has been linked to a reduced risk of developing coronary
heart disease (CHD), stroke, adult on-set diabetes mellitus and site-specific cancers
(Bouchard et al, 1993, Haskell, 1997). Clinical studies have also shown an inverse
relationship between physical fitness and physical activity and reduced risk of
developing hypertension, obesity and diabetes mellitus (Kohl, 1997, U.S. Department
of Health, 1996, Bouchard et al, 1993).
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Notwithstanding the above, if every individual became physically active, mortality
due to CHD would not drop to zero as there are other causes of CHD apart from
physical inactivity, such as smoking, hypertension, high cholesterol and high dietary
fat intake (Kohl, 1997, U.S. Department of Health, 1999, Bouchard et al, 1993).

Despite a decline in death rates from cardiovascular disease since 1972 it continues to
remain the leading cause of mortality in Ireland, responsible for 43% of all deaths in
1997 (Department of Health & Children, 1999). Although life expectancy has
increased for men and women over the last four decades, rates of increase do not
compare favourably with those of other countries of the European Union, and there is
substantial scope for improvement in the prevention of cardiovascular disease (CVD)
in this country (Department of Health & Children, 2001). CVD, including Coronary
Heart Disease (CHD), stroke and disorders of blood vessels, is the principal cause of
mortality in Ireland, with cancer being the second major contributor, (ibid). Between
the years 1988 and 1992, in Ireland 238 deaths per 100,000 population were
attributable to CHD, in comparison to the EU average of 98 deaths per 100,000
population in the same period (Department of Health, 1994).

2.1.2

Recommended Amount of PA to confer health benefits:

Recent consensus statements (The American College of Sports Medicine (ACSM),
1993 U.S. Department of Health, 1996, Bouchard et al, 1993), suggest that 30 minutes
of moderate intensity physical activity, accumulated on most, preferably all days of
the week is sufficient to confer health benefits.

CORK INb i b I u k

or I uorii^ULOGY

Accumulation of exercise involves performance of several short bouts of exercise per
day; bouts as short as ten minutes accumulated are enough to benefit health, (ibid).
Indeed, Hardman (1999) suggests that short bouts of moderate exercise may result in
the same health benefits as longer bouts of mild exercise expending the same amount
of energy.

This has led to a new emphasis in physical activity promotion on the accumulation of
physical activity through normal activities of daily living rather than on aerobically
intensive exercise engaged in specifically to increase fitness. An apparent way to
increase accumulation of physical activity is to commute to work; by walking or
cycling to work, most individuals would commit themselves to two exercise sessions
a day, up to 50 weeks for most full time workers. This form of PA is ideal for some
individuals, in particular it’s frequency and intensity, as exercise time is minimised by
work hours, and commuting to work requires no special clothing, or skills (Hardman,
1999). Likely barriers to this form of PA would be weather conditions, safety of
walkways and roads, and fear of accidents.

There has been a marked reduction in work based physical activity (PA), and physical
demand of household chores due to increased automation and changes in modem
living. These changes in lifestyle are important contributory factors to high CVD
mortality rates (Leon, 1997, Bouchard el al 1993, U.S. Department of Health, 1996).
Occupational work and it’s associated physical demands accounted for a large amount
of energy output in the labour force, and this is true for only some occupations in the
western world today.
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Both leisure time physical activity and work based physical activity provide health
benefits (U.S. Department of Health, 1996, Bouchard et al, 1993).

Haskell (1997) highlights the fact that only recent physical activity makes a
contribution to health, suggesting there is no physiological advantage of being active
in youth if sedentary in adulthood. Known as the principle of reversibility, Hardman
(1999) suggests that earlier activity cannot be ‘stored up’ for later life. Indeed, the
U.S. Department of Health (1996) supports the notion of “detraining” (p.61),
whereby, removal of exercise training that was once performed regularly, results in a
loss of the efficiency and capacity of the body’s systems (cardiovascular, respiratory,
musculoskeletal, endocrine and immune systems) that was gained through adaptation
to training. Nieman (1998) & the U.S. Department of Health (1996) suggest that the
body’s adaptations to exercise are lost just as rapidly as they are gained, whereby
cessation of regular PA or exercise results in dramatic changes in cardiovascular
fitness, with lesser changes occurring in muscular strength and size. Therefore
reinforcing the notion that health benefits are attained through regular adherence to
PA and exercise (U.S. Department of Health, Bouchard et al, 1993, Haskell, 1997,
Nieman, 1998).

Although there is convincing evidence showing a dose-response relationship between
physical activity and physical fitness and the risk of CVD and CHD, translated into
current recommended guidelines for regular physical activity, no assessment of the
least manner (in terms of time, intensity and duration) in which the dose should be
accumulated has been carried out (Kohl, 1997, Bouchard et al, 1993, U.S. Department
of Health, 1996, ACSM, 2000).
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Kohl (1997) points out that even though recommendations on type, intensity, duration
and frequency exist, there is no evidence suggesting that an accumulation of relatively
low intensity physical activity extended over time results in a reduction of CHD and
CVD risk. Furthermore, Hardman (1999) suggests that despite the ACSM
recommendations to accumulate exercise in bouts of 10 or 15 minutes, no definitive
study prescribes a typical session. The ACSM (2000) acknowledges there is as yet no
definition of an optimal dose, however, it suggests that the dose-response relationship
between exercise and health clearly supports the need for health professionals to
encourage the public to engage in at least moderate amounts of daily PA. Moreover,
no study definitively suggests that bouts of 10 or 15 minutes of moderate intensity
exercise will harm a sedentary individual; in fact studies suggest it benefits the health
of such individuals (Bouchard et al, 1993, U.S. Department of Health, 1996, Haskell,
1997, Hardman, 1999).

2.1.3

Effects of regular physical activity on Cardiovascular Health

The cardiovascular system effects the circulation around the body, which brings about
transportation of nutrients and oxygen to the tissues and the removal of waste
products (Oxford University Press, 2002). Cardiovascular disease (CVD) refers to any
disorder in any of the various parts of the cardiovascular system, which is made up of
the heart and blood vessels throughout the body (Mayo Clinic, 2004).

Contributory lifestyle factors to CHD include physical inactivity, cigarette smoking,
and high saturated fat intake and high-energy intake (Leon, 1997, Bouchard et al,
1993, U.S. Department of Health, 1996).
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Major modifiable contributory factors to Coronary Heart Disease (CHD) include
elevated blood pressure levels, blood lipid and lipoproteins, reduced low density
lipoprotein (LDL) cholesterol levels, glucose-insulin changes and obesity; specifically
excessive upper body and abdominal visceral adiposity.

Exercise improves control and distribution of blood flow, reduces the workload on the
heart, increases coronary blood flow and leads to more efficient oxygen exchange
between blood in the capillaries and heart muscle cell, thereby reducing the risk of
developing CHD and ischemia (stroke) (U.S. Department of Health, 1996). Common
adaptive responses to sustained regular physical activity include increase in heart size
and left ventricular mass, augmented blood volume, increase in stroke volume at rest
and during physical activity, higher maximal cardiac output, decreased heart rate at
rest (Powell, 1997, U.S. Department of Health, 1996). Aerobic exercise that requires
use of major muscle groups appears to be most beneficial and provides the best
protection (Haskell, 1997). Although there is a genetic contribution to fitness and
ability to change one’s fitness levels, studies have nonetheless shown that an increase
in physical fitness can result in lower CVD death (Bouchard et al, 1993, U.S.
Department of Health, 1996, Kohl, 1997, Powell, 1997). Cohort studies examined by
the U.S. General (1996) identified an inverse relationship between physical activity
and CVD risk. The following is a summary of three such studies reviewed in the
report that found a dose-response relationship, (table 1):
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Table 1:
Summary of 3 cohort studies that found an inverse relationship between recalled PA
and CVD mortality:

Population

Study
Kannel & Sorlie, (1979)

Main Findings

Methods
activity

index

association

Physical

females aged 35-64 yrs,

based on hours per day

between PA and CVD

from Massachusetts @ 14

being physically active

mortality for both males

yr follow-up
Paffenbarger et al, (1984)

Inverse

1,909 males and 2,311

and females
college

Self-reports

alumni

who

entered

climbed, distance walked

between PA and CVD

and participation in sport

risk

1,166 males aged 45-64

Physical

Inverse

yrs from Massachusetts @

based on hours per day

between occupational PA

24 yr follow up

occupational

(light, moderate & high

1950;

followed

stairs

association

male

college between 1916 &

of

Inverse

16,936

up

between 1962 & 1978
Kannel et al, (1986)

classified
demand

activity

index

PA
by

physical

intensity)

association

and

CVD

mortality

No definitive study has proven an outright cause and effect relationship between
habitual exercise and CHD, however, there is near unanimity that regular physical
activity provides some protection against it. Physically active individuals generally
have a lower risk of developing CHD, and if they do it occurs at a later stage in life
and is generally less severe (Haskell, 1997, U.S. Department of Health, 1996,
Bouchard et al, 1993). In addition, sedentary lifestyles are associated with a high
prevalence of CHD (U.S. Department of Health, Leon, 1997, Haskell, 1997, Bouchard
el al, 1997) with almost double the risk of CHD in sedentary individuals when
compared with active individuals (Bouchard et al, 1993, Kohl, 1997).
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In fact low levels of PA may precede the development of CHD in healthy individuals
(Bouchard et al, 1993). Individuals who are physically active not only experience a
lower CHD risk but also lower all cause mortality risk than their sedentary
counterparts (Haskell, 1997, U.S. Department of Health, 1996), with the greatest
difference in CHD mortality occurring between those who are sedentary and those
who are moderately physically active (ibid). That studies (Powell, 1997, U.S.
Department of Health, Bouchard et al, 1993) have shown no increased risk of
developing CHD due to regular PA is noteworthy.

The following is a summary of the European studies examined in the report of the
Surgeon General (1996) where self-reports of PA were utilised, (table 2).
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Table 2:
Summary of European studies examining relationship between recalled PA and CHD
risk:
Population

Study

Morris et al, (1973)

British

male

executive

Main Findings

Methods

grade

civil servants, aged

Recall of previous
48

hours

Dose-Response

Inverse association

N/A

N/A

of PA

(leisure time)

40-60 yrs, 232 heart
attack

patients

428

&

matched

controls
Chave et al, (1978)

3,591 British male

Recall of previous

Inverse association

executive

48

of risk of CHD and

grade

civil servants, aged

hours

of PA

non-vigorous

(leisure time)

40-60 yrs @8.5 yr

exercise

follow up
Morris et al. (1980)

17.944 British male

Recall of previous

Inverse association

executive

48

of risk of CHD and

grade

civil servants, aged

hours

of PA

N/A

non-vigorous

(leisure time)

40-60 yrs @ 8.5 yr

exercise

follow up
Salonen

et

al,

(1988)

15,088

eastern

Self-report

Finnish males and

leisure

time

females aged 30-59

occupational PA

of

Inverse association

and

between leisure and

yrs, 6 yr follow up

N/A

occupational PA for
both

males

and

females and risk of
CHD
Morris et al, (1990)

9,376 Brisith male

Self report of leisure

Inverse association

middle

time

between

grade

physical

executives, aged 45-

activity

64 yrs @ 9.3 yr

previous 4 weekds

over

PA

Yes

and

CHD risk

follow up
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The causal relationship between physical activity and stroke is not clear (ibid,
Bouchard et al, 1993, Kohl, 1997). Even so. Kohl (1997) suggests, that there is some
evidence of a non-linear relationship (u shaped) between physical activity and stroke.
Stroke is a cardiovascular disease, it occurs where there is insufficient blood supply to
the brain, due to clotting (Oxford University Press, 2002), however the greatest
burden of CVD is CHD (Kohl, 1997). Physical activity may reduce the risk of sudden
heart attack. Studies examined by the U.S. Surgeon General’s report on health and
physical activity (1996) suggests that sudden cardiac death may be reduced through
regular physical activity even in individuals with coronary artery atherosclerosis.

2.1.4

Effects of regular PA on Atherosclerosis

Atherosclerosis is a disease of the arteries, where fatty plaque builds up in the
coronary arteries and results in obstruction to the blood flow (Powers & Howley,
1997, Rothenberg & Chapman, 1994, Oxford University Press, 2002). The build up of
plaque in the arteries leads to narrowing and eventual closure of these vessels (ibid,
Katch& Katch, 1991).

Regular physical activity has a favourable impact on common risk factors for
atherosclerosis (Powell, 1997, Bouchard el al, 1993, U.S. Department of Health,
1996, Rothenberg & Chapman, 1994). The U.S. Surgeon General’s report on health
and physical activity (1996) examined several studies on the effects of PA on HDL
and concluded that one single episode of physical activity can improve blood lipid
profile for several days.
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High-density lipoprotein (HDL) forages lipid and reduces the risk of atherosclerosis
(U.S. Department of Health, 1996, Bouchard et al, 1993). Powell (1997) suggests that
in addition to increasing high-density lipoprotein (HDL) cholesterol, regular physical
activity is generally associated with decreases in total cholesterol and low-density
lipoprotein (LDL) cholesterol.

2.1.5

Effects of regular PA on Blood Pressure

Hypertension or high blood pressure is a common disorder, often with no symptoms,
in which the blood pressure is persistently above the normal range expected in a
particular age group, (usually 140/90 mm Hg) (Rothenberg & Chapman, 1994,
Oxford University Press, 2002). Chronic high blood pressure leads to breathlessness,
heart failure, coronary heart disease, kidney failure, and stroke (Bennett & Brown,
1991, Oxford University Press, 2002).

Physical inactivity, in addition to excessive sodium and alcohol intake, genetic
disposition and advanced age, is a primary modifiable risk factor for high blood
pressure (Bouchard et al, 1996, U.S. Department of Health, 1996, CHSG, Department
of Health & Children, 1999). Physical activity has the effect of immediately and
temporarily lowering blood pressure by dilating the minor blood vessels, exercise has
the long-term effect of lowering and controlling blood pressure (U.S. Department of
Health, 1996). Clinical studies have shown an inverse relationship between physical
activity and risk of developing hypertension (ibid, Bouchard el al, 1993, Haskell,
1997).
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2.1.6

Effects of PA on Cancer

Cancer occurs where abnormal, malignant growth in cells invades nearby tissues and
often spreads to other parts of the body, causing interference with the normal function
of the affected sites (Rothenburg & Chapman, 1994, Oxford University Press, 2002).
Although the basic cause of cancer is unknown, many forms of it may be traced to
causal factors such as smoking, and exposure to sun (Rothenburg & Chapman, 1994).

After CVD, cancer is the second most significant cause of mortality in Ireland,
accounting for approximately seven thousand deaths annually, and a reported increase
of approximately 21,000 new cases of cancer annually (Department of Health &
Children, 2001).

A definitive causal link has not been shown between specific cancers and physical
inactivity (Bouchard et al, 1993, U.S. Department of Health, 1996). However, the
American College of Sports Medicine (2000) suggest that cancer patients may reap
the rewards of exercise due to its ability to increase strength in skeletal muscle and
improvements in psychological status. However, care must be taken in prescribing
exercise due to the possibly debilitating side effects of cancer treatments such as
permanent scarring around joints and lungs and heart tissues (ibid, U.S. Department
of Health, 1996).
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The U.S. Surgeon General’s report on health and physical activity (1996) concluded
that the relationship between physical activity and colorectal cancer (umbrella term
including all forms of colon and rectal cancers) although significantly studied, was
inconsistent. An inverse relationship between occupational physical activity and colon
cancer has been found in many of the studies examined in the report, and although no
significant relationship was found in a smaller proportion of them, the report
nonetheless concludes that physical activity can protect against colon cancer. It is not
clear if different types of physical activity offer varying degrees of protection against
colon cancer, even though increased amounts of physical activity appear to confer
greater degrees of protection against it, according to the report.

The risk of developing rectal cancer is not associated with the level of routine
physical activity, studies of both occupational and leisure time physical activity
suggest that the risk of rectal cancer is not related to physical activity (Bouchard et al,
1993, U.S. Department of Health, 1996.) Furthermore, current studies on physical
activity and breast cancer yield unclear results. Two studies examined by the U.S.
Surgeon General’s report on health and physical activity (1996) found that physical
activity provided protection against breast cancer while two further examined studies
found no relationship at all. However, Bouchard et al (1993) suggests that physical
activity may reduce the risk of breast cancer as a result of an apparent alteration in the
gonadal hormone milieu in women. Furthermore, physical activity in childhood may
protect against breast cancer development in later life but Bouchard et al (1993)
suggests that this notion warrants further investigation.
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Inadequate information is available to determine an association between physical
activity and ovarian, prostate and testicular cancers (U.S. Department of Health,
1993).

2.1.7

Effects of regular PA on Non-Insulin Dependent Diabetes Mellitus

“Diabetes is a disease in which the body’s production and use of insulin is impaired,
causing sugar to build up in the bloodstream” (www.mayoclinic.com). Symptoms
include excessive thirst and urination, and the presence of excessive sugar in the urine
and the blood (Rothenberg & Chapman, 1994, Oxford University Press, 2002).

There are many types of diabetes, the most common being type 1, type 2 and
gestational (www.mayoclinic.com). Type II may be precipitated by obesity, severe
stress, pregnancy, menopause, or other factors such as physical inactivity (Rothenberg
& Chapman, 1994)

Several studies suggest considerable evidence exists confirming an inverse
relationship between physical activity and non-insulin dependant diabetes mellitus
(NIDDM or type II diabetes) (U.S. Department of Health, 1996, Bouchard et al, 1993,
Kohl, 1997, Powell, 1997). The U.S. Surgeon General’s report on health and physical
activity (1996) recommends that an appropriate exercise programme along with diet
and/or drug therapy may improve blood glucose levels and reduce certain
cardiovascular risk factors.
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Diabetic individuals have a higher risk of obesity, hypertension, increased abdominal
fat and abnormal lipid metabolism than non-diabetic individuals, thereby increasing
their risk of developing CHD (CHSG, Department of Health & Children, 1999).

Regular physical activity improves glucose tolerance, improves insulin sensitivity in
the liver, skeletal muscle and adipose tissue (Powell, 1997, Bouchard et al, 1993).
Excessive physical activity on the other hand, may cause detrimental effects to the
health of individuals with NIDDM, such as worsening insulin reaction either during
exercise or, most commonly, several hours after completion of exercise, (may lead to
hypoglycaemia). Diabetics may also suffer complications from foot injuries,
myocardial infarction syndrome and coronary atherosclerosis following prolonged
physical activity (U.S. Department of Health, 1996).

2.1.8

Effects of PA on Bone Health

Regular adherence to physical activity and exercise training can improve
muscloskeletal strength and endurance, range of movement, and balance in older
individuals, thereby reducing the risk of falls and fractures (Haskell, 1997, U.S.
Department of Health, 1996, Bouchard et al, 1993)

Osteoarthritis is the most common from of arthritis among adults. It is a degenerative
disease of the joints, resulting from wear of the articular cartilage, which may lead to
secondary changes in the underlying bone (Oxford University Press, 2002). It’s
prevalence increases with age and it is the leading cause of restriction in ageing
populations.
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The association between physical activity and osteoarthritis is unclear, although it is
suggested that individuals who are regularly physically active or individuals who
partake in continuing recreational running are no more susceptible to the development
of osteoarthritis than sedentary individuals (U.S. Department of Health, 1996). Yet,
injuries, particularly lower body injuries, sustained through excessive participation in
high impact sports increases the likelihood of developing osteoarthritis (ibid,
Bouchard et al, 1993).

Throughout life physical activity plays an integral role in developing and maintaining
bone mass. Through regular moderate physical activity bone density in osteoporatic
women can be maintained, bone loss may be minimised and may facilitate some bone
mass increases (U.S. Department of Health, 1996, Bouchard et al, 1993). Weight
bearing exercise is essential for bone mass maintenance, in particular for women.
With resistance training, the bone responds by building bone mass therefore the
higher the load the greater the bone mass (Scully et al, 1998). The obvious results of
physical inactivity, therefore, is a reduction in bone mass.

In addition to increasing bone density, regular moderate PA can improve muscle
strength, balance, reaction time and functional capacity (U.S. Department of Health,
1996, Bouchard et al, 1993). Excessive exercise, however, may lead to low levels of
oestrogen and the subsequent onset of amenorrhoea, resulting in bone loss (U.S.
Department of Health, 1996).
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2.1.9

Effects of regular PA on Body Weight

It is suggested that individuals who are overweight (body mass index (BMI) > 25) or
obese (BMI > 30) are more suseeptible to the risk of CHD (Powel, 1997, Bouchard el
al, 1993, U.S. Department of Health, 1996). Leaner individuals (BMI approx. 20 to
22) experience the lowest risk of CHD (Powell, 1997). Obesity occurs in the presence
of excess fat in adipose tissue; the condition develops when total caloric intake
exceeds total energy expenditure over a prolonged period of time. Total energy
expenditure includes resting energy expenditure, (body functioning), digestion,
absorption and distribution of nutrients, and, non-resting energy expenditure (e.g.)
physical activity (U.S. Department of Health, 1993).

Obesity is a risk factor for

diabetes mellitus, hypertension and all-cause mortality. Loss in abdominal fat is well
correlated with improvements in insulin, glucose and lipid metabolism observed with
regular moderate physical activity and aerobic exercise (ibid, Bouchard et al, 1993,
Powell, 1997).

There is an inverse relationship in a dose-response manner (frequency and duration)
between physical activity and weight gain and risk of becoming obese (U.S.
Department of Health, 1996, Bouchard et al, 1993), such that the net effect of regular
PA is an improved capacity to remain in fat balance, (positive fat balance =
overweight/obese, negative fat balance = underweight) even in the presence of high
dietary fat intake (Powell, 1997). Notwithstanding this, the most effective long-term
approach to weight loss maintenance appears to be a calorie controlled diet combined
with regular physical activity (Bouchard el al, 1993, U.S. Department of Health,
1996).
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In addition, Bouchard et al (1993) state that endurance type exercise that induces
weight loss is associated with greater maintenance of fat loss than a caloric restricted
diet alone. For sedentary individuals a slight increase in energy expenditure per day,
in conjunction with dietary interventions, sustained over time, is likely to have a
substantial influence on energy expenditure and body fat (ibid, U.S. Department of
Health, 1996, Kohl, 1997.

2.1.10 Effects of regular PA on Psychological Well-being

There is consensus that individuals who are regularly physically active or who have
high cardio-respiratory fitness, have enhanced mood, experience less negative
feelings, have a more positive outlook on life, experience greater self-efficacy, are
more confident in their ability to complete tasks that require physical activity and
have better cognitive functioning (Bouchard el al, 1993, U.S. Department of Health,
1996, Buckworth & Dishman, 2002, Scully et al, 1998).

Exercise is important in the management of stress and treatment of clinical
depression. Aerobic and anaerobic exercise may be beneficial in providing antidepressive effects (U.S. Department of Health, 1996, Scully et al, 1998), although it is
suggested that low to moderate physical activity is more likely to improve
psychological functioning and enhance mood than anaerobic exercise (Scully et al,
1998). Individuals who are regularly physically active are generally less prone to
depression than sedentary individuals, furthermore all age strata, both genders, and all
health strata may experience these anti-depressant effects (ibid, U.S. Department of
Health, 1996, Bouchard el al, 1993).
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However, there is great difficulty in prescribing exercise duration and intensity
because so many diverse psychological states exist. To compound this problem, few
studies have examined the dose-response relationship between physical activity and
psychological well-being (Scully et al, 1998, Buckworth & Dishman, 2002).

The recommended guidelines for regular PA issued by the American College of
Sports Medicine (ACSM), may not be suitable for all medical conditions. Buckworth
and Dishman (2002) suggest that the relationship between exercise dosage and mental
health may not suit every individual and may vary with application to exercise
promotion, prevention and treatment. The American College of Sports Medicine
(ACSM, 2002) therefore recommend that exercise conducted at 60-70% of maximal
heart rate for 30-40 minutes, 2-3 times per week aids psychotherapy, without apparent
concrete data on which to base these guidelines in the view of Scully et al, (1998).
Buckworth & Dishman (2002) recommend higher intensity, longer duration exercise
guidelines to combat depression; 55-90% of maximal heart rate for 20-60 minutes, 35 times per week, notwithstanding their acceptance of unclear dose-response
relationship between physical activity and depression.

Although, conflicting recommendations are presented it does appear safe to accept
that regular moderate physical activity has a positive influence on depression. Most
available data suggests that activities such as walking, cycling, jogging, and light
circuits appear to yield positive effects (U.S. Department of Health, 1996, Bouchard
et al, 1993, Scully et al, 1998, Buckworth & Dishman, 2002). On balance a sedentary
lifestyle appears to increase the risk of depression (ibid).
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However, Buckworth and Dishman (2002) point out that higher levels of exercise
may not be more protective against depression than lower levels, and that excessive
training may even induce depressive states. However, taking into account the
relatively small number of individuals involved in exercise at this level (ESRI, 2004,
Higher Education Centre for Health Promotion Studies, 1999 & 2001), the effects of
over training on psychological well-being is not a public health issue in Ireland.

In conclusion, the potential impact of exercise on Irish public health is apparent,
considering the low levels of physical activity in large segments of the population,
and the well-established links between habitual exercise and health. It is important to
recognise that no matter what form physical activity takes and regardless of how
effective exercise is on an individual’s physiological and psychological state, unless
the individual is willing to adhere to exercise then it’s associated benefits are lost. As
a result of this apparent deep-rooted aversion to habitual exercise, there is a high
likelihood that physiological and psychological problems associated with sedentary
lifestyles will continue to affect the health of Irish adults.

The following table (3) attempts to summarise the main health effects of regular
physical activity.
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Table 3
The Effects of Physical Activity on Health

Condition

Definitive

Type of Relationship

Report / Year

Effects of

Association Proven
CVD

No

regular PA
Convincing evidence

Bouchard

shows dose-response

(1993),

relationship

Department

et

al

Reduced risk of

U.S.

obesity, stroke.

of

diabetes type II,

Health (1996)
CHD

No

Near unanimity that

Bouchard

regular PA provides

(1993),

some

Department

protection.

convincing
shows

evidence

a

et

hypertension.
al
U.S.
of

Health (1996)

No

Regular PA

of

developing
in

sedentary'

dose-

individuals
Powell (1997), U.S.

Increased blood

favourable impact on

Department

volume,

risk

Health (1996)

factors

has

risk

CHD

response relationship
Atherosclerosis

Almost double

a

of

of

atherosclerosis;

heart

size,

stroke

volume,

HDL,

&

decreased

heart rate at rest
Cholesterol (HDL)

Yes

Dose-response

U.S. Department of

Exercise

relationship

Health

(1996),

associated with

Bouchard

et

an increase in

(1993),

Powell

(1997)

al

HDL,

is

which

forages lipid
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Stroke (Ischemia)

No

Not

clear;

some

Kohl

(1997),

Most consistent

evidence of a non

Bouchard

et

change

is

linear

(1993),

increase

in

(u

shaped)

relationship

(Kohl,

1997);

al
U.S.

Department

of

coronar>' blood
flow

Health (1996)

and

formation

of

new capillaries
and

coronar>'

arterioles
(principle
controllers

of

blood flow &
pressure)
Blood Pressure (BP)

Yes

Inverse relationship

Bouchard

(Hypertension)

et

(1993),

U.S.

Department
Health

al

of

Regular PA has
the

impact of

immediately

(1996),

and temporarily

of

lowering blood

Department

Health & Children

pressure

by

(1999)

dilating

blood

vessels
Cancer

No

Relationship
most

site

with
specific

cancers

is

insignificant,

Bouchard
(1993),
Department
Health (1996)

et

al
U.S.
of

Unclear,
however, cancer
patients

may

benefit

from

however, an inverse

exercise due to

relationship between

its

occupational PA and

increase

Colon

musculoskeletal

cancer

has

ability

been found in some

strength

studies.

improve

further

to

&

research warranted in

psychological

area of breast cancer

status
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Non-insulin

Yes

dependent diabetes

Inverse

relationship

U.S. Department of

Improves

between regular PA

Health

(1996),

glucose

and insulin dependent

Bouchard

et

tolerance,

diabetes (type II)

(1993), Kohl (1997),

insulin

Powell (1997)

sensitivity

al

&

in

skeletal muscle
&

adipose

tissue
Bone Health

Yes

Appears to have a

Bouchard

protective effect from

(1993),

degenerative

Department

bone

disorders

et

al
U.S.
of

Improves
muscle strength.
balance,
reaction

Health (1996)

and

time

functional

capacity
Body Weight

Yes

Inverse
in

a

relationship
dose-response

manner

U.S. Department of

Improved

Health

(1996),

capacity

Bouchard

et

remain

(1993).

Powell

balance

et

Enhanced

al

to
in

fat

(1997)
Psychological wellbeing

Unclear

Has

a preventative

Bouchard

al

rather than corrective

(1993),

effect, great difficulty

Department

exits in prescribing

Health

(1996),

negative

PA for psychological

Scully et al (1998),

feelings,

well-being

Buckworth

positive outlook

ACSM

and
(2000)

U.S.
of

Dishman (2002)

&

mood,

lesser

experience

of

more

on life, greater

guidelines may not be

cognitive

suitable for all cases,

functioning

no

greater

definitive dose-

&

ability

response relationship

to

or set of guidelines

every day tasks

for

that may require

each

psychological state

complete

PA
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2.2.

Determinants of Physical Activity;

Although the health (physical and mental) benefits of regular exercise are well
established and documented people’s participation remains erratic. Regular physical
activity (PA) is a behaviour, which an individual has great control over (Bouchard et
al, 1993) however, the initiation, maintenance and resumption of physical activity is
rarely easy (Biddle & Mutrie, 2001). Many behaviours contribute to a healthy lifestyle
but at the same time people are confronted with many difficulties when deciding to
begin, maintain or resume physical activity. We are now living our lives in the
western world in ways that are largely unhealthy and different from what we have
done for most of our past, as humans we have adopted lifestyles in industrialised
countries that were largely unknown in terms of human evolution (ibid). Our lifestyles
and habits are changed, and this change has led to problems linked to physical
inactivity, as discussed in the previous section (Bouchard et al, 1993, U.S.
Department of Health, 1996, Biddle & Mutrie, 2001). However, our lifestyle span has
increased in line with advances in medicine and we can now expect to live to at least
70 years (Dept of Health & Children, 1999). Today the major cause of premature
death is due to lifestyle factors such as physical inactivity, poor dietary habits, alcohol
and drug abuse and accidents (Bouchard et al, 1993, U.S. Department of Health,
1996, Department of Health & Children, 1999).

Although no single variable determines or predicts participation in PA many factors
influence this behaviour, they include social, historical, demographic, economic and
environmental factors. Such political, economic and environmental factors and many
other factors have a powerful influence on PA (Biddle & Mutrie, 2001).
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Independent variables interact dynamically to influence behaviour and this interaction
between variables changes over time in addition to changes in type and strength of
influences (Buckworth & Dishman, 2002). It is difficult to identify individual factors,
exercise setting characteristics or intervention strategies that predict exercise
participation. However, Buckworth & Dishman (2002) believe that by attempting to
identify the factors that influence an individual’s decision to exercise and by applying
these to individualised interventions adherence to physical activity is more likely.
Biddle & Mutrie (2001) believe that it is more important to explore general laws and
beliefs with regard to PA participation rather than individual differences. However,
small scale or local initiatives are more likely to be successful where the needs of the
individuals within that community are identified and involvement of the community is
sought (Hyde et al, 2004, Ewles & Sinnott, 2004).

Not only is it difficult to identify and explain health behaviour it is also not easy to
address these variations, with a combination of factors determining behaviour
including personal lifestyle habits, genetics, cultural, environmental and economic
factors. Modifiable factors that are associated with physical activity include social
support,

self-efficacy,

self-schemata,

perceived

barriers,

perceived

benefits,

enjoyment of activity, process of change, intention to exercise and intensity of
exercise (Buckworth & Dishman, 2002, Bouchard et al, 1996). Both intensity and
perceived effort of exercise are negatively correlated with participation; Bouchard et
al (1993) suggest that the majority of individuals prefer lower intensity exercise.
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Personal factors have been correlated with lack of adherence to exercise including
smoking, occupation, low self-esteem, depression, and anxiety and biological
individuality. Other factors that may determine participation in PA include a person’s
physical ability; characteristics, opportunities to participate and the experience of
success, (Coakley, 2001) and many determining factors may be beyond our control
such as age, gender, family background and genetics (Tovey & Share, 2003).

2.2.1

Social & Demographic Factors:

An individual’s social environment i.e. cultural, social, political, and economic
condition affects participation in PA in addition to health related fitness and health
status (Bouchard et al 1993.) Social factors, especially social support for exercise, are
usually significantly associated with exercise behaviour (ibid). Social networks
including family, friends, clubs and organisations may influence attitudes about
physical activity and health and may influence participation levels positively or
negatively, in that they may provide support for active living or exert powerful
influence in the opposite direction (Bouchard et al, 1993, Coakley, 2001, Yiannakis &
Greendorfer, 1992). Early socialisation influences our choice of leisure activity and
participation levels; therefore family and friends are critical determinants of a healthy
lifestyle. Feelings of sociability, friendship and social support are principle reasons
for adhering to physical activity (Yiannakis & Greendorfer, 1992). In addition the
expectations of the nuclear family cannot be ignored when making decisions about
money and time expenditure. “Familial roles tend to permeate our allocations of
resources such as time, space, financial and personal; our modes of interaction; and
our definitions of responsibility” (Critcher et al, 1995, p. 44).
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Buckworth & Dishman (2002) however, suggest that there are mixed assoeiations
between a parent’s activity levels and the activity levels of their children, with the
relationship being stronger for females.

Participation in PA may depend on the value an individual places on free time and
leisure activities (Bouchard et al, 1993). In most developed societies after completing
daily travel, work and household duties, an average person has approximately three to
four hours of discretionary time per day (ibid). There are however, great individual
differences in amounts of free time. Free time depends on personal circumstances,
such as duration of paid work, travel time, division of labour in the home, need to do
extra income paying work, age and number of dependents. Amount of free time spent
carrying out physical activities is also somewhat dependant on desire to be healthy,
pursuit of the perfect body, pursuit of achievement or success, desire to pursue
physical or dangerous activities, to make friends and have fun. An active person
values physical activity as an important part of their life and integrates this into their
daily routine and leisure pursuits throughout life (Coakley, 2001, Bouchard et al, 193,
Buckworth & Dishman, 2004). An individual’s lifestyle directly impacts their action
and behaviour with regard to health related fitness and can affect their health status
and amount of PA they carry out (Bouchard el al, 1993). Lifestyle encompasses an
individual’s actions and behaviours of choice, which can affect health related fitness
and health status. A person’s social background may influence their lifestyle habits
including type and frequency of leisure participation (ibid, Coakley, 2001).
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Historically access to leisure activities has been constricted by time, access, and
disposable income. Income is a component of socio-economic status, which has a
strong inverse relationship with a sedentary lifestyle for males and females. Those in
poverty are much more likely to be sedentary than those with higher incomes (U.S.
Department of Health and Human Services, 1996, Higher Education Centre for Health
Promotion Studies, 1999 & 2001). A higher socio-economic status facilitates greater
access to facilities and resources, which can directly influence exercise participation.
Bouchard et al (1993) suggest that few physical or environmental variables have been
studied, however suggests that participation in formal exercise programmes (such as
adhering to a gym programme, or attending aerobics classes) are related to access to
facilities.

When exercise is linked to work, home or social settings, such as a spouse,
individuals are more likely to adhere to regular physical activity (Bouchard et al,
1993). The influence of social class on physical activity participation varies
substantially however; education level appears to be an important component of social
class, (Buckworth & Dishman, 2002). Those who stay in full time education after the
legal age are more likely to have more free time to pursue leisure activities (ibid).
Social-class variations are present for health status and mortality with income being
an important factor affecting health and health behaviour (Doorley, 1998, Department
of Health & Children, 1994 & 1995, Collins & Shelley, 2001).
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It is suggested that attitudes and knowledge of physical activity are the weakest and
most inconsistent correlates of exercise behaviour (ibid, Buckworth & Dishman,
2002). The Kilkenny Health Project (1992) found that lower social class groups
compared badly with higher social classes in terms of knowledge of factors affecting
health and a healthy lifestyle but concluded that education alone is not sufficient to
improve the health of the manual working classes.

Exercise habits and health behaviour differ reliably by demographic factors, (age, sex,
social class). Demographics continue to be the most consistent and strongest associate
of vigorous exercise. Bouchard et al (1993) and Buckworth & Dishman (2002)
believe demographic variables are consistently associated with PA levels and such
factors include age, gender, ethnicity, education, income and occupation. Generally,
males who are well educated are consistently more likely to be active than others,
with participation levels declining with increasing age in both males and females
(Bouchard et al, 1993, Buckworth &Dishman, 2002, Centre for Health Promotion
Studies, 2003) although Buckworth & Dishman (2002) suggest that it is not clear
when this decline begins and what pattern declination takes.

In Ireland, as in most developed countries health patterns and behaviour are
determined by gender. Health status of males is worse than for females however;
female quality of life is poorer than males. Furthermore, males are more likely to be
more physically active than females and exhibit healthier lifestyle behaviours (Centre
for Health Promotion Studies, 1999 & 2003, Bouchard et al, 1993, U.S. Department
of Health & Human Services, 1996).
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Tovey & Share (2003) suggest that levels of exercise and knowledge about health
related issues are slowly increasing in Ireland. In many countries there is a correlation
between ethnicity and health status. One group that is identified as having
significantly poorer health than average national health is the travelling community.
The main causes of decreased health in this community are due to poor living
conditions, social exclusion and racism. Furthermore, health care systems and health
promotion interventions are not readily adaptable to the specific needs of Travellers
(Tovey & Share, 2003).

Weather conditions and season are the only environmental characteristics that have
consistent correlation with physical activity levels (Buckworth & Dishman, 2002).
Research suggests that individuals are more active in the summer months than in the
winter months (ibid, Bouchard et al, 1993). Participation in physical activity, fitness
levels and health status are all influenced by environmental conditions such as
humidity, temperature, air quality and climatic changes (Bouchard et al, 1993).
Furthermore, not only do these factors influence our ability to exercise but they also
affect physiological responses to exercise (ibid).

2.2.2

Psychological Factors:

The effects of regular physical activity on mental health have previously been
discussed. This section attempts to examine the psychological determinants that affect
participation levels. Psychological factors are but one set of influences, or potential
influences on physical activity.
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Bouchard et al (1993) and the U. S. Department of Health & Human Services (1996)
suggest that a positive relationship between regular physical activity and
psychological well-being exists.

There is a positive relationship between exercise and self-esteem for adults, and a
positive consistent link between aerobic fitness and self-efficacy. Self-efficacy is task
and situation specific, and with regard to physical activity it increases as an individual
moves from a sedentary lifestyle to establishing exercise as a habit. Exercise selfefficacy can be both a determinant of physical activity in addition to a subsequence of
regular physical activity. It influences choice and amount of effort expended and the
degree of persistence (Buckworth & Dishman, 2002). Self-efficacy may play a more
important role in initiating habitual exercise and during the early of stages of exercise.
It may also play an important role in maintenance of certain activities, such as
vigorous activities.

Exercise is associated with a decrease in mild to moderate depression, individuals
with initial low levels of fitness or high levels of anxiety, benefit most from the above
positive effects of exercise. The anxiolytic effects of exercise begin within five
minutes of acute exercise and continue for at least two hours, regardless of the
intensity (ibid, Buckworth & Dishman, 2002). The cognitive variable that has been
consistently associated with physical activity is self-efficacy; a belief in ability to
successful carry out a specific behaviour, similar to self-confidence it is based on
judgements of capabilities (Buckworth & Dishman, 2002).
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Any discussion of PA inevitably turns to motivational issues. It is a key term
associated with PA participation and an understanding of it appears critical. Regular
physical activity is a determining factor in habitual PA, i.e. those who adhere to
regular PA for at least six months are more likely, out of habit, to continue doing so in
the long term. However, habit alone does not determine exercise behaviour,
motivation, and belief in one’s personal ability to exercise are essential factors in
determining long term commitment to regular PA.

It is suggested that once exercise becomes an established behaviour external support
becomes less important and does not depend on the company of others (Buckworth &
Dishman, 2002). It is also suggested that as PA levels increase so does an individuals
self-efficacy (ibid). The Stages of Change Model (Prochaska & DiClemente, 1984,
Buckworth & Dishman, 2002, Marcus & Forsyth, 2003, Adams & White, 2003)
suggests that when attempting to make a behavioural change e.g. becoming physically
active, individuals vary in their motivation to change, from having no intention to
change to making a long-term effort to change. The model concerns the intentional
changing of behaviour and suggests individuals move through the stages of pre
contemplation, contemplation, preparation, action and maintenance as they strive to
become physically active. A detailed discussion of the model will follow.

51

2.2.3

Physiological & Personal Factors

Knowledge of inherited factors and exercise is important in understanding individual
variations or response to exercise and expected health benefits of regular PA.
Genetically humans are quite diverse, and genetic differences impact individuals’
response variations to physical activity (Bouchard et al, 1993, McArdle et al, 1996).
Therefore, an equal state of health and well-being, both physical and mental, is
unlikely to be achieved for all.

Some thrive better than others and avoid disease and disability for longer. Due to
inherited differences individuals respond differently to exercise, and genetics are an
important reason why some are more prone to diseases such as stroke, hypertension or
heart attack (Bouchard et al, 1993, McArdle et al, 1996). Buckworth & Dishman
(2002) suggest that an individual’s participation in physical activity in the past is
positively correlated with overall physical activity levels.

2.2.4

Cultural & Historical Factors:

Ireland has experienced colonialism, civil war, terrorism, and the influence of the
Catholic Church. As a nation it has achieved literary and artistic fame. Irish people are
stereotyped as heavy drinkers, violent, and unruly (Tovey & Share, 2003). Indeed in a
report published by the Economic and Social Research Institute (2004) results suggest
that the social aspect of being involved in sport leads to above national average
consumption of alcohol per week than those who do not regularly participate in sport.
This holds true for both men and women.
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Average consumption per week for men is between 8 and 15 units of alcohol with
34% of active sports men drinking an average of 16 drinks or more per week. Average
alcohol consumption per week for women is less than 3 unit of alcohol with 37% of
active sports women drinking more than 5 units per week (ESRI, 2004). Furthermore,
high levels of alcohol consumption are among younger sports people, (the most
active) (ibid).

Tovey & Share (2003) suggest that Irish health promotion must take into account our
individual characteristics as a nation in order to successfully promote the health of the
population at large, and that our national health policies must incorporate our culture
in order to best use available resources.

Sport plays a significant part in Irish culture. Irish sport has historically been
dominated by competitive, male oriented sports. Three major organisations dominate
the scene. The Gaelic Athletic Association (GAA), The Irish Rugby Football Union
(IRFU), and The Football Association of Ireland (FAI). It is not a new phenomenon
that power and performance are dominant today (Coakley, 2001). Those with power
and financial resources usually want sport in their culture to be played and organised
in a way that promotes their interests (ibid).

Competition is emphasised as a natural part of our culture and social life, and the
general belief is that those who compete deserve the resources they receive e.g.
financial resources in the form of bursaries or grants, use of equipment, playing
pitches and training camps.
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Non-members of the above associations are not granted the same opportunities. Irish
culture celebrates winners, and cultures that celebrate winners idealise some over
others (Coakley, 2001). The sporting bodies in Ireland promote the idea that the only
natural way to distribute financial and personnel resources is through competition,
which suggests that non-competitive activity is devalued as a result. Although the
dominant sporting bodies provide funding and personnel to clubs at local, regional
and national level, and provide summer camps for school children; competitive sport
is less appealing to adults over the age of thirty and to women of all ages, due to its
high intensity, competitive nature (ESRI, 2004). Furthermore, these resources are not
readily available for community-wide use. Indeed the ESRI (2004) suggest that the
dominant sporting bodies may view the promotion of non-team based activity as a
distraction from sports skills, coaching and elite performance, as a competitor for their
limited national and local resources, and as a goal that does not fit into their
organisation’s ethos.

In conclusion, many factors have a significant correlation with physical activity levels
including gender, age, social class, and environmental, cultural, and individual
factors. However, the complex interaction of these factors independently and with
each other makes identification and application of variations in individuals a very
difficult task. Understanding social constructs and environmental factors associated
with sedentary lifestyles and behaviours associated with inactive lifestyles however,
can help health promotion professionals identify key groups that require physical
activity initiatives and may aid in the successful implementation of such.
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2.3

Physical Activity (PA) «& The Transtheoretical (stages of change) Model:

The Transtheoretical or

Stages of Change Model (SOC) is one of the most popular

contemporary topics in exercise psychology (Prochaska & DiClemente, 1984, Adams
& White, 2003, Marcus & Forsyth, 2003) even though there appears to be mixed
opinions on the usefulness of this model in health promotion interventions. Although
the SOC was initially developed to explain smoking cessation its adaptation to PA
promotion has been proven (Adams & White, 2003, Marcus & Forsyth, 2003).

The basic premise of the theory is that change is a process, as a result of intention and
not as a result of a single event that was influenced by different variables in a linear
pattern. Accordingly as an individual attempts to modify behaviour they use strategies
and techniques to do so. The model suggests that when attempting to make a
behavioural change individuals vaiy^ in their motivation to change, from having no
intention to change to making a long-term effort to change. The model concerns the
intentional changing of behaviour and suggests individuals move through the stages
of pre-contemplation, contemplation, preparation, action and maintenance as they
strive to become physically active. McAuley et al (2001) believe that stage of change
is in essence an element and not a theory, as the model strives to explain behavioural,
cognitive and motivational elements of readiness to change.
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There are five stages in the SOC model, (see table 4):

Table 4:
The Stages of Change Model:

Stage:
1

Title:
Pre-contemplation

Typical Characteristics:
Where

an

physically

individual
active

and

is

not

has

no

intention of becoming so in the next
six months
2

Contemplation

Where

an

individual

is

not

physically active but is considering
becoming so in the next six months
3

Preparation

Where an individual is physically
active

but

does

not

meet

the

recommended PA guidelines
4

Action

Where an individual is physically
active

as

per

recommended

guidelines for less than six months
5

Maintenance

Where an individual is physically
active and has been for longer than
six months, i.e. is a habit

6

Relapse/Termination

Where an individual returns to old
behaviours and is no longer active

(Prochaska & DiClemente, 1984, Adams & White, 2003, Buckworth & Dishman, 2002, Marcus &
Forsyth, 2003).
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Movement through the stages is thought to be cyclical, dynamic and non-linear, since
individuals typically move back and forth through the stages as they attempt to
modify their behaviour.

Transition through the stages is not inevitable and may not be progressive. Indeed
many individuals fail in their attempt to maintain their physical activity (PA) levels,
as relapse is quite common in any change process. Individuals appear to move
through the stages in a predictable manner, some moving more quickly than others,
while some become trapped in one stage.

Buckworth & Dishman (2003) believe that an individual must stay in any one stage
for a certain amount of time before progressing to the next stage, typically six months.
Without making a convincing argument to support this idea, and although this appears
to be true of movement from stage three (preparation) to stage to four (action) and
stage five (maintenance) it appears likely that an individual could move more quickly
through the first two stages (pre-contemplation and contemplation) and into stage
three. Indeed Marcus & Forsyth (2003) believe that some individuals progress at a
quicker pace through some of the stages of change.

In the circumstance where an individual reaches stage five (maintenance), there is a
strong likelihood that the individual may regress to a previous stage. There may be
many possible reasons for this, such as, injury, time restraints, relocation, family
commitments and health demands.
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Marcus and Forsyth (2003) suggest that if regression oecurs, an individual is most
likely to regress to stage three (preparation), at worst to stage two (contemplation) and
not at all likely to revert to stage one (pre-contemplation).

It is not certain if an individual needs to remain in stage five (maintenance) for a
critical amount of time in order for PA to become part of their life, so as not to regress
to a previous stage. An additional stage, stage six (termination) as it is often referred
to, has been identified. This sixth‘s stage is particularly relevant to addictive habits
such as smoking, and represents a stage where no temptation exists to revert to the old
behaviour, as if they had never acquired the habit to begin with (Nutbeam & Harris,
1999). Marcus & Forsyth (2003) suggest that in terms of physical activity little
evidence exists to reinforce the notion of a termination stage and believe it is always
necessaiy^ to make a conscious decision to include PA in everyday life.

There are two basie dimensions of the SOC model; stages of ehange and processes of
change relevant to the SOC. The stages of change (when an individual changes) are
thought to be eognitive processes, and the processes of change (how they change) are
thought to be behavioural processes (Nutbeam & Harris, 1999, McAuley, 2001,
Marcus & Forsyth, 2003).

Cognitive processes are concerned with inereasing

knowledge of how to modify behaviour, associated risks, understanding benefits,
being concerned about consequences to others and increasing healthy alternatives.
Behavioural proeesses on the other hand refer to rewarding oneself for modifying
behaviour, obligating oneself to persevere, seeking support and substituting behaviour
with alternatives.
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McAuley et al (2001) suggest that stages one to three are clearly concerned with
intention (cognitive processes) while the last two stages are behavioural. Marcus &
Forsyth (2003) on the other hand believe some overlapping of processes occurs, for
instance stage two (contemplation) uses mostly cognitive processes while also using
some behavioural processes, and stage four (action) uses mostly behavioural
processes but also some cognitive processes.

By matching different stages of behaviour change with cognitive and behavioural
processes the model establishes how interventions could be structured for different
populations with different needs, (see table 5). The SOC model has become a
reference point for health promotion initiatives on a range of modifiable behaviours
such as PA levels, smoking habits and weight control.

Table 5
Cognitive & Behavioural Strategies for Physical Activity Interventions

Stage of Readiness to Change
I - Pre-contemplation

Cognitive Strategies

Behavioural Strategies

Increasine Knowledge:
Encourage

individuals

Substituting alternatives:
to

read

Encourage individuals to participate

literature re: PA and think about

in PA when tired, stressed, or at

becoming physically active

times

when

unlikely

to

be

physically active.
Reduce perceived cost and barriers
to PA.

59

II - Contemplation

Seine aware of risks:

Enlistinc social support:

Provide individuals with message

Encourage individuals to find a

that being physically inactive =

friend, family member, colleague to

being unhealthy

be physically active with.
Encourage individuals to evaluate
pros and cons of PA

III - Preparation

Carine

about

consequences

to

Rewardina:

others:

Encourage individuals to praise and

Encourage individuals to recognise

reward

how

physically active.

being

physically

inactive

themselves

for

being

Establish realistic and reasonable

affects family & friends

goals.

IV - Action

Understandine benefits:
Help
personal

individuals
benefits

Committine:
understand
of

being

physically active

Encourage

individuals

to

make

commitments, plans and promises
to be physically active in order to
prevent relapse.

\' - Maintenance

Increase health opDortunities:

Remindine:

Help individual increase awareness

Teach individual how to set up

and/or

reminders to be active, such as keep

opportunities

physically active

to

be

running shoes in car or at work,
ready for use at any time
Re-evaluate PA and exercise goals.
Plan ways to cope with relapses.

(Marcus & Forsyth, 2003, Buckworth & Dishman, 2003)

The SOC model recognises that not all individuals are similar in their ability and
motivation to modify behaviour, and suggests that health promotion initiatives should
be structured in a manner so as to allow the different stages of change within a
population to be addressed.
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The model encourages researchers to establish population characteristics and
consequently tailor interventions that meet the needs and circumstances of that
population, rather than assuming that one intervention will meet the needs of every
individual. Furthermore, the model suggests that for health promotion initiatives to be
successful an individual’s stage of change must be matched with the appropriate stage
process (cognitive or behavioural) (Nutbeam & Harris, 1999, Marcus & Forsyth,
2003).

If it is taken that the first three stages are mainly intentional and the last are mainly
behavioural with a slight overlap of both in stage three and stage four, the following
interventions may be useful in encouraging individuals to become physically active.
In stage one (pre-contemplation) as an individual does not perceive the need to be
physically active the most obvious intervention to apply would be to increase
awareness of the negative aspects of remaining sedentary through easy to read
information such as leaflets and media adverts. In stage two (contemplation) as an
individual is contemplating becoming physically active a possible intervention would
be to promote PA benefits to health, perhaps carrying out a PA campaign or setting up
a telephone helpline similar to smoking helplines. In stage three (preparation) as an
individual has gathered the necessary information about PA and has become
physically active on an irregular basis, a useful intervention may be to encourage
individuals to speak to a trained fitness professional or doctor seeking an exercise
consultation (Marcus & Forsyth, 2003).

61

In stage four (action) as an individual has made the behaviour change from being
sedentary to meeting recommended guidelines the key is to ensure the individual
remains physically active. At this stage it may be useful to set short-term goals and
provide rewards for achieving them. In stage five (maintenance) the individual has
made PA a habit, however, there is still a high likelihood they may progress
backwards to a previous stage. Therefore, it is necessary to ensure the individual has
the support required to continue to be physically active. Possible interventions may
include rewards for meeting long term goals, joining a club or support group,
attending regular fitness tests to reinforce the benefits of PA to health and setting
future goals.

Buckworth & Dishman (2003) explore the key constructs that typically influence
behaviour, i.e. self-efficacy (where an individual feels confident in their ability to
perform PA), decisional balance (weighing up the pros and cons of regular PA) and
processes of change (as previously discussed). Typically self-efficacy is at its lowest
when an individual is sedentary and at its highest when an individual is regularly
physically active, showing a linear increase across the stages of change model
(Buckworth & Dishman, 2003, McAuley et al, 2001). It is not certain if higher selfefficacy motivates individuals to be more active or whether increased PA increases
self-efficacy, (Buckworth & Dishman, 2003, McAuley et al, 2001). McAuley et al
(2001) do suggest that acute exercise has the effect of increasing self-efficacy and
non-adherence to PA has shown decreases in self-efficacy. The second construct,
decisional balance is concerned with the perceived benefits and costs of regular PA.
Typically the benefits of regular PA outweigh the costs of regular PA as PA levels
increase.
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The strategies associated with movement along the stages of change are divided into
cognitive and behavioural processes as previously discussed.

In a review of physical activity interventions using the SOC model, Adams & White
(2003) propose that data on long-term adherence to SOC interventions is limited and
the findings of such are disappointing. This review raises questions as to the
effectiveness of SOC model based programmes in PA adherence. Adams & White
acknowledge that understanding PA behaviour is complex and suggest that
individuals may treat different types of PA as different behaviours and subsequently
may be in a number of different stages of readiness for change. This is a convincing
argument and would serve to heighten the complexities of matching interventions to
stage of readiness for change.

Furthermore, while individuals in the same stage of change share common
characteristics, those in different stages of change show substantially different
behavioural characteristics. Therefore, the difficulty of matching PA interventions to
an individual’s stage of readiness may prove to be a very difficult task. Buckworth &
Dishman (2002) concur, suggesting that uncertainties about the successful use of the
SOC model for use in PA interventions are prevalent, and its successful adaptation to
PA interventions has yet to be adequately tested. Adams and White (2003) also
believe this to be the case with over half of the studies reviewed not including a
follow up beyond six months. It appears that further research into the successful
adaptation of the SOC model to PA interventions is warranted.
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Notwithstanding the scarce data on the success of the SOC model’s adaptation to PA
interventions, it appears that no one behavioural theory is completely successful in PA
adherence. Buckworth & Dishman (2002) point out that alternative behavioural
theories have been empirically tested and results have shown that successful
adaptation of these theories to PA interventions have been inconsistent. Such theories
include the Health Belief Model, the theories of reasoned action and planned
behaviour, and the Social Learning Model (ibid, Nutbeam & Harris, 1999).

Nonetheless determining stage of change is useful in PA promotion as strategies and
techniques are established and delivered based on an individuals PA level and their
intentions with regard to PA, thereby increasing the likelihood of adherence to regular
PA (Buckworth & Dishman, 2002).

For instance, cognitive strategies such as information loading of benefits of regular
PA is useful for an individual in stage one (pre-contemplation) or stage two
(contemplation), and behavioural strategies such as programme review, reinforcement
of benefits of regular PA and rewards to achieving goals is useful for individuals in
stage three (preparation) or stage four (action). Furthermore, identifying an
individuals stage of readiness to change allows doctors or health professionals for
example to determine if an individual wants to change and assists in identifying
barriers to PA, thereby reducing disappointment if advice is not taken. Finally, the
stage of change model provides important information on the need to research the
characteristics of a population and the subsequent need to provide interventions
successively so as to address the different stages of readiness to change that will be
encountered.
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2.4

Physical Activity Promotion In Ireland

Since the establishment of the Department of Health in 1947 the development of
public and private health provision has broadly been in line with other western
countries. Furthermore, there have been substantial increases in public health
spending and life expectancy for both males and females. Infant mortality has also
fallen sharply (Tovey & Share, 2003, Department of Health & Children, 2001). In
addition to these statistics there has been significant changes in attitudes towards
health, institutions of health and approaches to health provision in this country (Tovey
& Share, 2003, Department of Health & Children, 2001). Despite the continuing
improvements in premature mortality there is still substantial scope for improvement
as identified earlier in the literature review, particularly in the area of noncommunicable disease.

There is a widely held perception that Health Promotion is merely public health
campaigns that don’t meet the needs of the general public least of all those who are in
most need of health promotion interventions. The National Consultative Committee in
its recommendations on health promotion (2001) suggest that health promotion must
be defined in its broadest sense in order to enhance the understanding of health and
the promotion of healthy lifestyles. The report suggests that the achievement of health
is not solely the responsibility of the individual or the health care providers but rather
the responsibility of society as a whole. Furthermore, health is an integral part of
everyday life including education, work, transport, housing, leisure and family life
and policy makers must give serious consideration to health when formulating
policies for all of these factors in particular to socio-economic factors.
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Many national policies in the area of physical activity promotion have not worked
well. The ESRI (2004) suggest that where positive results from physical activity
initiatives have been found, the effects have tended to be small or short lived. Policy
on promoting physical activity as a means of improving public health is relatively
new to Ireland, and the ESRI (2004) suggest that such policy is in need of both good
information and effective methods of intervention.

Prior to 1995, health promotion initiatives in this country were limited and sporadic.
The norm was health promotion that was simply public information campaigns
targeted towards a whole population and not specifically designed to meet any
socially excluded, disadvantaged or marginalized groups in most need of health
promotion initiatives. Initial health promotion work began in Ireland in the 1980’s and
included the 'Be Active Be Alive, Get Active Get Alive (exercise programmes
developed to promote increased physical activity) and The Kilkenny Health ProjecT
(KHP) campaigns. At this time no national policy to promote health and reduce
mortality rates due to premature death was in place and disparities between premature
mortality in Ireland and the European Union (EU) highlighted the need for
improvement in the prevention of premature death in this country (Department of
Health & Children, 1995).

The health strategy 'Shaping a Healthier Future’ (1994) has had a significantly
influential effect on the development of health care services in Ireland. Since its
publication in 1994 the health strategy has strongly influenced how health policy and
the structures from which these policies stem are formulated, within and outside of the
government (Tovey & Share, 2003).
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The health strategy is significant for Irish health promotion as it was the first Irish
government document to recognise and promote the benefits of health as a
preventative measure for premature deaths from coronary heart disease (CHD), cancer
and accidents. Furthermore, it identified exercise as one of six key modifiable lifestyle
habits that could result in decreases in premature mortality rates. The strategy paved
the way for the health promotion strategy 'Making the Healthier Choice the Easier
Choice’{\995).

With the publication of this strategy physieal activity became an official concern for
the Irish government. The strategy established the role of health promotion and the
pursuit of social and health gain in this country. The policy set highly ambitious
physical activity goals to be achieved by 2000; a 30% increase in physical activity
(PA) accumulated to at least thirty minutes of light intensity PA most days of the
week, and a 20% increase in PA accumulated to at least twenty minutes of moderate
intensity PA three times a week. However, examining the results of the National
Health and Lifestyle Surveys (1999 & 2003) highlights the government’s failure in
meeting the above PA targets with little indication that there has been any change in
public behaviour in the intended direction. Between the years 1998 and 2002
(baseline and follow up study) there was a 3% decrease in those reporting mild
exercise four times per week for at least 20 minutes and a 1% decrease in those
reporting moderate exercise three or more times per week. Such poor statistics
emphasises the government’s need to re-evaluate its campaign strategies, and evaluate
the effectiveness of the strategy. It is clear that the PA goals of the strategy were
unrealistic and beyond the scope of the campaign, and that campaign initiatives were
ineffective in their outcome.
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Initiatives included a National Exercise Programme endorsed in schools and in the
mass media, re-enforced via educational initiatives in terms of promoting the health
related benefits of physical activity. Furthermore, even a nationwide campaign to
promote healthy lifestyles has proven ineffective in terms of modifying public
physical activity behaviour. 'Ireland Needs a Change of Heart’ launched in 2000
aimed to raise public awareness of the benefits of a healthy lifestyle. Indeed, obesity
rates have risen by 3% in both men and women between the years 1998 and 2002
(Higher Education Centre for Health Promotion Studies, 1999 & 2003). Therefore,
national health promotion campaigns of this magnitude do not appear effective.

Hyde et al (2004) suggests that community based strategies may be more effective
than vast campaigns aimed at an entire population. Furthermore, one year prior to the
National Health and Eifestyle Surveys (2003), a seven-month national health
promotion campaign took place. 1.2 billion physical activity booklets were distributed
to every household in Ireland as part of the Get a Life, Get Active campaign (2001), in
addition to a television and radio campaign. Once again, it appears this campaign has
done little to modify pubic physical activity levels (Higher Education Centre for
Health Studies, 2003, ESRI, 2004) and highlights the need for the Department of
Health to evaluate its approach to physical activity promotion.

Increasing public knowledge does not infer physical activity participation, as many
factors affect participation levels, including socio-economic, demographic and
economic.
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Furthermore, as the Department of Health was providing information on physical
activity to every household it may have proved extremely effective to involve local
councils or health boards, by requesting them to prepare information on facilities and
access to resources including access to professionals within their jurisdiction.

Nonetheless, there have been developments in Irish health promotion as a result of the
1995 publication. A Health Promotion Department has been established in every
Regional Health Authority region, with it’s own budget and senior managers. A
Physical Activity Group to co-ordinate their work in this area was set up in each
region, and the groups have subsequently undertaken some work in the field, (Hyde et
al, 2004, ESRl, 2004), including the GP Exercise Referral Scheme (2001), setting a
lifestyle challenge for the health board staff and they have supported the Sli an Sldinte
campaign (2002). In addition, a National Consultative Committee on Health
Promotion was established in 1995 to enable multi-sectoral involvement in health
promotion, as set out by the 1995 Health Promotion Strategy. The Minister for the
Department of Health and Children chairs the committee and its members include
representatives from voluntary and statutory agencies. The committee’s function is to
provide a forum for consultation on health promotion issues that require the
involvement of other government agencies, and has made contributions to many
documents and reports, including; Health Promotion in the Workplace: healthy
bodies, healthy work (1998), Youth as a Resource; Promoting the Health of Young
People at Risk (1999) and Building Healthier Hearts (1999).
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In addition, the Office for Health Gain was established in 1995 by the Chief
Executive Officers (CEO) of the health boards, with the aspiration of working in co
operation with the health boards to achieve measurable health gain. Subsequently the
office in conjunction with the health boards, established a Physical Activity Steering
Group in August 1997, in an attempt to achieve measurable health gain.

The second and current health promotion strategy 'The National Health Promotion
Strategy 2000-2005 ’, (2000) is intended to build on the initial strategy, and provide
direction for the Health Promotion Unit and the health boards throughout the country
until 2005. However, it is difficult to envision this strategy will be successful in terms
of increasing public physical activity participation levels as it has implanted the exact
goals that were out in the previous health promotion strategies (Department of Health
& Children, 1995, 2000). Furthermore, the strategy is evaluated on an on-going basis,
according to the Department of Health and Children; however, no progress report is
available as yet. A report was due to be published early in 2003 but has not been
forthcoming, (as confirmed by e-mail from staff in the department. May 2004).
Without a regular review of the situation, it does not appear likely the strategy is
capable of achieving its goals.

The Cardiovascular Health Strategy Group (CHSG) was established in March 1998.
Directed by the Department of Health and Children, their responsibility was to
develop a strategic approach to reduce avoidable death caused by cardiovascular
disease, and to implement such a strategy.
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The group presented the health strategy Building Healthier Hearts in 1999.The CHSG
recognised the importance of health promotion in the reduction of premature death in
Ireland in the medium to long term, and in this document addressed the common
modifiable factors that aid in the prevention of CVD including exercise. The resultant
physical campaign Ireland Needs a Change of Heart (2000) has previously been
discussed.

In 2000 a review of the Physical Activity Strategy for the Health Boards - Promoting
Increased Physical Activity was delivered. It reported that all health boards had made
significant efforts to increase levels of physical activity participation among their own
staff. The review group recommended on going provision of resources for personnel
involved in physical activity promotion. Up to this point approximately half of the
health boards had appointed co-ordinators to provide information on physical activity
in schools, workplaces and the community.

The review concluded that while positive progress was being made by the Health
Boards in each region, additional effort was necessary to successfully promote the
benefits of PA to the population. It identified what it considered the main barriers to
the promotion of physical activity to be; a lack of PA culture within the Health
Boards, less priority given to PA than smoking cessation campaigns, financial
resources shortage to develop and implement PA, a lack of personnel to implement
PA strategies. To date there is no physical activity promotion officer in the Mallow
urban district. In addition, there are no physical activity initiatives directed towards
adults in this area.
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It appears that substantial effort and resources will be necessary to promote the
benefits of being physically active, and the capability of the regional health authorities
to do so is questionable.

The Heart Health Task Force established to carry out an assessment of progress of
health promotion in Ireland, provided a review of progress in 2001. Heart Health Task
Force Progress Report; July 1999-June 2001 reported on progress of the Building
Healthier Hearts cardiovascular health strategy. In relation to physical activity it
reported little progress and recommended that a contract post to promote PA should
be considered by each health board. In addition, it recommended that a substantial
amount of expenditure on implementing the health promotion strategy should be
allocated to PA promotion and that the health boards should be provided with funding
in order to undertake similar initiatives to Ireland Needs a Change of Heart locally. It
recommended health promotion in the workplace be further developed seeking input
from The Irish Heart Foundation {Lifestyle Challenge, 2002).

The Irish Sports Council was established in 1999. It sets as its long-term goal to
increase participation in physical recreation and to initiate, encourage and facilitate
research in the area of recreational sport. Following the development of the strategy,
the Irish Sports Council received an increase in funding. It has successfully launched
twelve Local Sports Partnerships (LSPs) out of a planned thirty six to ensure funding
for sport and physical recreation was sufficient at local level. In 2002 €115,000 was
allocated to Cork County Local Sports Partnership (Irish Sports Council, 2003).
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The current Health Strategy Fairness and Equality; A Health System for You (2001)
recommends to continue measures to promote physical activity, however, sets no
definitive target date. The strategy implies a major increase in public health funding,
and although there was an increase of 35.7% in health care spending on the previous
year, there was no funding allocated to the implementation of the health strategy in
the 2003 budget (Wren, 2003). Furthermore, only 3% of total spending was allocated
to health promotion, disease prevention and food hygiene in 2002 (ibid. Department
of Finance, 2003). In addition, the Department of Health and Children suggest that
priority will be given to funding for reform of the health system however, no
committed funding has been allocated to this (Department of Health & Children
website, 2004). Although the department suggests that work has begun on over
seventy per cent of the recommendations of the strategy, no reference is made to
progress in the prevention of cardiovascular diseases through health promotion in
health promotion publications (ibid).

Ireland’s most recent PA campaign was launched in July 2003. The campaign was
organised by the Health Promotion Unit (HPU) with the aim of targeting the 50% of
the Irish population that takes part in no PA. The campaign was delivered in two
phases. The first involved national television and poster advertisements with the
caption ‘Just Let it Go, Just for 30 Minutes’ in an attempt to impress upon the Irish
public that only 30 minutes of moderate physical activity most days of the week is
sufficient to confer health benefits. The second phase, which took place in October
2003, involved both national and local initiatives to promote practical steps to
becoming regularly physically active. The primary message of the campaign was that
PA could be fun, achievable and accessible regardless of age or fitness level.
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Activities were organised for children in association with the Irish Heart Foundation’s
Heart Week. The effectiveness of this most recent physical activity promotion
campaign is not yet apparent.

In conclusion, it is apparent that any attempts to modify physical activity behaviour at
a national level have not been effective in this country (ESRI, 2004, The Higher
Education Centre for Health Promotion Studies, 1999 & 2003). Informing individuals
of the benefits of being physically active is not sufficient to bring about change in
individuals lifestyle habits. Rather a community based approach, where access to
information, resources and personnel, on an ongoing basis is more likely to be
successful (Hyde et al, 2004, ESRI, 2004). The ESRI (2004) and the U.S. Department
of Health (1996) suggest that access to facilities may increase the occurrence of
habitual activity, although the effects of this are difficult to quantify especially in the
absence of leisure facilities. To date the effect of national physical activity policy has
had little or no effect on participation levels of this country as can be seen in the
SEAN and ESRI results, and the incidence of CVD remains unacceptably high. It is
evident that future health promotion policy requires more realistic goal setting;
improved information and a new approach to implementing strategies in order to
successfully compel individuals to modify their lifestyle choices and behaviours.

Table 6 attempts to summarize the main physical activity promotion initiatives and
developments in Ireland.
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Table 6
Physical Activity Promotion Initiatives and Main Developments in Ireland

Initiative

Year(s)

Organisation(s)

Aims & Activities

Be Active, Be Alive

Circa 1980

Cospoir

An exercise programme developed to
promote increased physical activity.
Delivered

by

the

Department

of

Health.
Get Active, Get Alive

Circa 1980

Cospoir

An exercise programme developed to
promote increased physical activity.
Delivered by Cospoir (forerunner of
the

Irish

Sports

Council)

and

Department of Health.
Kilkenny

Health

1984 - 1989

Eastern Health Board

Aim; To provide baseline data on PA
levels of population of Kilkenny

Project (KHP)

Activities: baseline & follow-up data
collected to observe trends. Health
promotion

activities

included,

awareness campaign, media campaign,
cooker)'

classes,

books,

videos,

meetings, availability of public health
nurse, school visits
The Health Promotion
Unit(HPU)

1988

Dept of Health & Children

Activities: Established to consolidate
all health promotion activities into one
department.

It

is concerned

with

raising awareness of lifestyle issues.
Currently

responsible

for

implementing the recommendations of
the current Health Promotion Strategy
(2000-2005) and Building Healthier
Hearts (1999)
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Shaping a

Healthier

1994

Dept of Health & Children

Future

Aim: To reduce risk of premature
death due to CVD by changing
lifestyle

habits

including

physical

activity levels
Making the Healthier
Choice

the

1995

Dept of Health & Children

Easier

Aim: To reduce mortality rates and
avoidable illness due to CVD

Choice

Activities:

national

exercise

programme in schools, & mass media
National Consultative

1995

Dept of Health & Children

Aim:

To

provide

a

forum

for

Committee on Health

consultation on health promotion

Promotion

Activities: has made contributions to
many documents including. Health
Promotion in the Workplace, healthy
bodies, healthy work, (1998), Youth as
a Resource; Promoting the Health of
Young People at risk (1999), Building
Healthier Hearts. (1999)

Office for Health Gain

1995

Health Boards

Aim: To improve life expectancy
Activities: has built partnerships with
Dublin Healthy Cities Project. Weight
Watchers. The Irish Heart Foundation,
Health Promotion Unit

Promoting

Physical

1997

CEO’s

of

the

Health

Aim: To promote PA to the whole

Activity - Strategy for

Boards (Dept of Health &

population and staff of the Health

Health Boards

Children)

Boards
Activities: provide communities with
information they require to make
informed lifestyle choices
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Promoting

Increased

2000

CEO’s

of The

Health

Recommendations:

additional effort

Physical Activity - A

Boards, (Dept of Health &

required by Health Boards in each

Review of the National

Children)

region, additional financial resources

Strategy

for

Health

and personnel required to successfully

Boards (1997-2000)

promote the benefits of regular PA to
the population

CHSG

1998

Dept of Health & Children

Aim: To develop a strategic approach
to reducing CHD mortality
Activities:

Presented

the

strategy

Building Healthier Hearts, (1999)

Building

Healthier

1999

Hearts

Dept

of

Health

&

Children/ CHSG

Aim:

to

reduce

associated

lifestyle

with

CVD,

risks

including

increasing PA levels
Ireland

Needs

Change of Heart

a

2000

Dept of Health & Children

Aim:

to highlight the high mortality

rates

from

lifestyle

CVD

factors

and

that

associated
increase

its

incidence
Activities:

media

distribution

to

every

campaign,
household

booklets on healthy lifestyle choices A Handy Guide to a Health Heart
(2000), also delivered: Ireland Needs a
Change of Heart Info Pack (2000), A
Handy Guide to Physical Activity for a
Healthier heart (2001), A Handy Guide
to Walking for a Healthier Heart,
(2002), Heart Health Task Force Fist
Progress

Report

(2002),

Ireland’s

Changing Heart - 2"‘* Report of the
implementation of the Cardiovascular
Strategy (2003)
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A New Era for Sport:
The

Irish

Council’s

2000

Irish Sports Council

Aim:

increasing

physical

Sports

participation

recreation

&

in

initiating,

encouraging & facilitating research in

Strategy

the area of recreational sport

2000-2002

Activities:
partnerships,

sets

up

provides

local

sports

funding

to

various groups, trains sports leaders,
some of their programmes include: Go
Cycling. Fit for Life, Happy Heart
Foundation Challenge (2002)
The Health Promotion

2000

Dept of Health & Children

Strategy 2000-2005

Aim: to develop health promotion in
Ireland
Activities: no progress report available

Heart

Health

Task

2001

Heart Health Task Force

Force

Aim: to carrv' out assessment of
progress of health promotion in Ireland
Activities: has reported on the strategy
Building Healthier Hearts (1999)

GP Exercise Referral

2001

Scheme

Southern & Mid-Western

Aim: to connect patients attending GP

Health Boards, (Dept of

with controlled regular exercise in a

Health & Children)

safe, friendly environment where they
could receive advise from trained
professionals

Get A Life, Get Active

2001

Dept of Health & Children

Aim: Increase PA levels of the entire

& NT. Health Promotion

population

Agency

Activities: national TV adverts, local
radio adverts, national radio adverts,
distribution of 1.2 billion booklets A
Handy Guide for Physical Activity for
A Healthier Heart (2002), 300,000 Get
a Life, Get Active leaflets. & 500,000
guides to walking as a method of
attaining health benefits (2002)
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Fairness & Equality; A
Health

System

2001

Dept of Health & Children

Aim; Continue measures to promote
increased

for

physical

exercise

-

recommendations mirrored in Building

You/ Health Strategy

Healthier Hearts (1999)
Activities:

no

progress on

reference

made

to

implementing physical

activity initiative
The

Happy

Heart

2002

Lifesty'le Challenge

The

Irish

Heart

Aim: to encourage individuals to take

Foundation, supported by

regular

the Irish Sports Council

activity

exercise

Activities:

in

an

enjoyable

Lifestyle Challenge, Get

Active for a Happy Heart: Fit Check,
Walking for a Healthy Heart. Sli na
Slainte (2001) (none in Mallow), Go
on..Look After Your Heart
Ireland’s

Changing

2003

Dept of Health & Children

Aim: provides an overview of progress

Heart: 2"*^ report on

& key developments in PA promotion

Implementation of the

since publication of Building Healthier

Cardiovascular Health

Hearts (1999)

Strategy
Sport for Life

2003

Irish Sports Council

Aim: promote physical education to
ensure

Irish

individuals

understanding

of the

have

an

benefits

of

exercise and physical recreation
Activities: provides access & resources
to

enable

individuals

to

become

involved in sport & recreation
Let it Go, Just for 30
Minutes

2003

Dept of Health & Children

Aims: to target the 50% of adults who
are not physically active
Activities: national TV and poster
campaign, physical activity workshops
for older adults
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Chapter 3

Methodology

3;____Methodology

3.1

Overview:

This chapter contains an overview of the methodology applied to the current research
study. A review of research methods applied to measuring physical activity is also
supplied. The rationale for choosing the method and research tool utilised in this study
is detailed, in addition to the piloting of the tool utilised and a detailed description of
the main study itself

The data presented in this study are from a study carried out in February and March
2004 in the urban district of Mallow, Co. Cork (Urban District: Mallow Urban North
and Mallow Urban South). The study was part funded by Cork Institute of
Technology in conjunction with the Health Promotion Department of the Southern
Health Board (Department of Health and Children, Ireland). The aim of the study was
to focus on the effects of four strata, place of residence, sex, age and social class (see
Appendix 8 for social class classification), in relation to physical activity participation
and readiness for change with regard to physical activity.

The study utilised a cross-sectional survey design to assess physical activity (PA)
levels and readiness for change with regard to PA amongst the adult population of a
small urban town in the Southern Health Board Region (Southern Health Board
Region: Cork and Kerry Counties).
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The scope of this study was Mallow adults ranging in age from 20 to 64 years. The
sample size was to be 108 and was distributed proportionately across the adult
population in the geographic area. Stratified random sampling was utilised, using the
Census Data published in 1996, four variables were used to stratify the sample. A
sample of at least 180 was determined to be representative of the sample initially.
However, due to difficulties in obtaining such a figure the sample was reduced to at
least 108. This decision was made after approximately 6 weeks of attempted data
collection.

The

greatest difficulty

in

obtaining

information resulted

from

unwillingness from selected male inhabitants to take part in the study. Reasons cited
for non-participation included not being fit enough for such a survey and time
constraints. Although in excess of 180 questionnaires were completed, only female
strata were filled quickly and with ease. Therefore, not all completed questionnaires
were used in this study due to the sampling method applied.

Prior to canyang out the main study several attempts were made to improve the
research tool and response rate. Piloting of the tool began in July 2003.

3.2

Research Methods in Measuring Physical Activity Levels

Measurement of physical activity levels and health related behaviour is essential in
informing PA initiatives and strategies. However, physical activity is a complex
behaviour and invariably difficult to measure. PA may include work related physical
activity, leisure time or discretionary time physical activity, household chores, sport
and recreational activities (Bouchard et al, 1993, U.S. Department of Health, 1996,
Nieman, 1998).
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Not only does assessment of physical activity involve exploring activities carried out
but also duration, intensity and frequency, although most surveys do not assess all
four (Thomas & Nelson, 1996, Buckworth & Dishman, 2002) Furthermore, physical
activity can be quantified in a number of different ways including total time being
physically active, heart rate increase, and energy expenditure to name a few (Lowther
et al, 1999, Thomas & Nelson, 1996, Marcus & Forsyth, 2003). Measurement of
physical activity may be objective or subjective.

There is no one standard for measuring physical activity, which compounds the
problem of its measurement (Buckworth & Dishman, 2002, Doorley, 1998). Bouchard
et al (1993) suggest that six broad measurement categories exist including
calorimetry, physiologic markers, mechanical and electronic motion detectors,
behavioural observations, dietary intake diary, occupational and leisure time survey
instruments.

The most prevalent and practical research technique in measuring physical activity
levels is the questionnaire, (subjective). The main justification for using
questionnaires is the need to obtain information from individuals in a wide geographic
area. Usually a questionnaire seeks information about present or past conditions and
demographic information (age, gender, ethnicity, social class) data and occasionally
seeks opinions or tests knowledge. Required information is obtained by asking
respondents to answer questions rather than observing behaviour (Buckworth &
Dishman, 2002, Doorley, 1998).
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Questionnaires are relatively low in cost in terms of financial and time resources and
simplify measurement of recalled physical activity levels. However reliability of this
research tool is questionable. The study must depend on the ability of the respondent
to correctly complete the questionnaire and on their ability to remember days of the
week, intensity, time, duration, frequency and type of activity. Furthermore, intensity
of activities is often classified as light, moderate and hard, and it is not always
appreciated that intensity of activity is relative to individual’s age and fitness level
(Buckworth & Dishman, 2002, Doorley, 1998, Bouchard et al, 1993). Invariably the
researcher must allow for bias in the respondents answers to specific questions as the
respondent may answer in a socially desirably manner. Notwithstanding the above,
self-reporting of physical activity levels is often limited to simple questions, which
allows for repeatability and uncomplicated validation (Buckworth & Dishman, 2002,
Doorley, 1998, Bouchard et al, 1993). Length of recall periods generally varies from 7
days to one year with an emphasis on certain exercise intensity in many cases.

The use of questionnaires as a measure of physical activity levels may be hampered
by factors such as whether the sample is representative of the population, whether
factors that distort survey results are allowed for, whether technical difficulties of
surveying a large population are allowed for, and whether there is a relationship
between the population being studied and the focus of the study. Seasonal factors may
also hamper a study. Questionnaire responses may be further influenced by cultural
factors, partly because answering questions shows a cultural bias (Shepard, 2003). In
general people tend to overestimate physical activity levels (ibid, Lowther et al, 1999)
and underestimate sedentary activities such as watching television, in addition to
overestimating duration of activities (Shepard, 2003).
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Due to the fact that there are numerous methods of measuring physical activity levels
(Bouchard et al, 1996, Buckworth & Dishman, 2002) there is great difficulty in
comparing results from a selection of studies. In addition, physical activity definitions
vary from study to study, (such as days per week being physically active or total
energy expenditure) making comparisons between studies more complex. Table 7
attempts to summarise the studies that informed this research study.

3.2.1

PanEU Study (1999)

The aim of the Pan EU survey was to identify attitudes and beliefs regarding physical
activity, body weight and health in a nationally representative sample in the EU
(Kafatos et al, 1999 & Zunft et al, 1999). In particular the study aimed to identify
demographic and cultural influences on attitudes towards health and health behaviour.
Nine questions were asked seeking information regarding physical activity and health
beliefs. Physical activity was rated fifth most important factor affecting health after
food, fat, sugar, and genetics but before alcohol intake and body weight. Irish
respondents considered physical activity third most important factor affecting health
after food and fat intake, with 10% of Irish respondents in tertiary education
considered exercise of no benefit to health unless body weight was lost as a result.

High levels of all respondents across the EU agreed with the statement ‘physical
activity has numerous benefits on health’, however, when subjects were asked to
respond to more specific questions regarding physical activity and body weight, the
lack of awareness of health benefits is apparent.
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With regard to demographic groups the least educated and older respondents were less
likely to select physical activity as a factor affecting body weight and health,
suggesting a lower awareness of health benefits in these groups. In addition, non
active subjects were less likely to choose physical activity as important to maintain
body weight further highlighting the poor awareness of the effects of regular physical
activity on health. Although awareness of the health related benefits of regular PA
might serve as a determinant of habitual PA it does not imply a cause and effect
relationship. An individual with good knowledge of the benefits of regular exercise is
more likely to be physically active than those with lesser knowledge (Bouchard et al,
1996, U.S. Department of Health, 1993, Marcus & Forsyth, 2003) however, other
determining factors such as time restraints, social support, demographics, selfefficacy, enjoyment of PA and physical self perception may serve as both barriers and
motivators to regular PA (Bouchard et al, 1993). Therefore, no one factor may
determine participation.

The study concluded that younger respondents were better informed about the
benefits of regular physical activity and were more likely to be physically active.
Notwithstanding this, knowledge of the benefits of regular PA does not infer a
relationship between amount of knowledge and level of physical activity (Bouchard et
al, 1993). Determining factors of regular PA are discussed in detail elsewhere, (see
page 43).
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3.2.2

Scottish Physical Activity Questionnaire (1999)

The Scottish Physical Activity Questionnaire (SPAQ) (see appendix 7) was developed
to aid in seven-day recall of PA levels. It was adapted for use in describing the stages
individuals move through when changing behaviour, (see detailed discussion on Stage
of Change, page 56). SPAQ asked respondents to recall only moderate or higher
intensity activity in the previous seven days. The initial questionnaires were posted to
potential respondents. Respondents were asked to recall both leisure time physical
activity (LTPA) and work based physical activity (WBPA) in order to compute a total
amount of activity, (total PA).

Several studies were undertaken to establish the reliability and validity of SPAQ. The
tool was shown to be reliable and to hold strong concurrent validity and reliability
with limited measurement validity. It is evident however that SPAQ can be used with
confidence to measure outcomes of physical activity. SPAQ is limited however by the
measurement of work based walking, and it was recommended that further work be
done to refine this measurement, due to inconsistencies and apparent overestimates of
work based walking (Lowther et al, 1999). Notwithstanding this SPAQ was shown to
be quick and easy to complete and practical for use with large sample numbers and is
nonetheless a useful tool in measuring activity levels when it’s limitations are taken
into account. Although SPAQ proved to be reliable and a valid measurement tool
overall the analysis highlighted the difficulty of measuring physical activity levels.
SPAQ found that there was no difference in occupational activity levels between the
stages of change; however, this may be due to the fact the occupational PA is not
directly referred to in the definition given of regular physical activity.
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The study that developed the SPAQ concluded that this type of research tool is twice
as likely to attract females than males and that approximately half of the respondents
are unlikely to return it. The Stage of Change model was shown to be very useful in
the development of the tool and was used to partially validate the physical activity
questionnaire, the model provided vital information on the techniques and strategies
people apply when they change physical activity behaviour, thereby allowing for
specific interventions to be designed to encourage and maintain habitual physical
activity. SPAQ concluded that only LTPA could be analysed with confidence, and
where possible leisure time physical activity should be analysed as total recalled PA
may inherently have limitations as it is a computation of leisure time PA and work
based PA.

A broad range of physical activity levels were reported in the validation process of
SPAQ for both LTPA and WBPA. The results of the questionnaire concluded that
respondents may over or under estimate activity levels by up to 40 minutes with twice
the likelihood that this will occur for recalled occupational activity. Although total
recalled PA was found to be higher in the latter stages of the stages of change,
recalled PA was still high for the lower stages, with a mean of 452 minutes per week
in the pre-contemplation stage, 395 minutes in the contemplation stage and a mean of
672 minutes for preparation stage. Walking was the most popularly cited activity. Of
the total respondents 10% were in the pre-contemplation stage, 16% were in the
contemplation stage, 13% were in the preparation stage, 21% in the action stage, and
36% in the maintenance stage. SPAQ was primarily designed to assess changes in
physical activity levels and stages of change brought about through physical activity
interventions.
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3.2.3

Active Australia (1997 & 2000)

A baseline study was carried out in Australia in November 1997 in an attempt to
identify physical activity levels of Australian adults. Data were collected by telephone
survey. The measurement of physical activity levels was coordinated by the
Australian Institute of Health and Welfare (AIHW). An expert working group was
established to oversee the study. Respondents were asked about activities they had
undertaken during the previous seven days, and activities they would normally take
part in the previous six months.

Approximately 49% of respondents reported physical activity that was sufficient to
meet recommended guidelines; male and female participation was comparable. The
study found that percentage of respondents doing 30 minutes of moderate exercise at
least five days a week declined as age increased.

While a relatively high proportion of respondents were aware of the recommended
guidelines there were mixed opinions about the belief of carrying out 3 sessions of 20
minutes of vigorous exercise per week in order to improve health. Most respondents
agreed that taking the stairs or generally being more active was enough to improve
health, and that 30 minutes of brisk walking most days was sufficient to confer health
benefits. A significant proportion of the population believed it was essential to do
vigorous exercise, therefore, the study concluded that a large proportion of the
population believed previous recommended guidelines (20 minutes vigorous exercise,
3 times a week) are still in effect and that there is still a need to do high intensity
activity to be healthy.
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The study concluded that the most active individuals were likely to be single,
younger, of normal weight, from English speaking background, more educated and
without dependents. The data from the study raised questions regarding the use of
recall methods to measure specific (e.g. moderate) intensity activities and the intensity
of walking, although these variables have been measured accurately in other studies
(Lowther et al, 1999).

A second study aiming to identify physical activity levels of Australian adults was
carried out in 1999. The study provided data on trends in physical activity
participation among Australian adults over a two-year period. A computer-assisted
telephone interviewing system was utilised. The questionnaire asked about
respondents understanding of moderate intensity physical activity messages, their
participation levels (mostly leisure time PA) and their intention to become more
active.

The study found that average participation in physical activity declined between 1997
(baseline study) and 1999 and the proportion of physically inactive individuals
increased between 1997 and 1999, (13% to 15% respectively). Furthermore, the
number of individuals who are sufficiently active as per recommended guidelines
declined between 1997 and 1999 (62% to 57% respectively), this decline was
apparent for males and females. The study found that sufficient activity levels were
greatest among 18 to 29 year olds (69%) and lowest among 45 to 59 year olds (50%).
Men were more likely to be active than women, with participation in regular physical
activity decreasing with age among females and males. Participation in regular
physical activity was greater for individuals who attained higher education.
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Obese Australian adults were less likely to be aetive than others with a healthier
weight. Younger individuals were more likely to be involved in regular physical
activity than older adults, and women were 20% less likely to be active than men. In
general, respondents’ knowledge of physical activity increased between 1997 and
1999, most likely partly due to a national physical activity promotion campaign.
However, there was no change in respondents’ responses to the need for vigorous
exercise question.

The study concluded that a further study be carried out in order to ascertain whether
changes in activity levels and attitudes over time are valid.

3.2.4

The National Health & Lifestyle Studies (1999 & 2003)

Two baseline studies of health related behaviour were carried out in Ireland in 1998
and 2002. The main aims of these studies were to produce reliable data representative
of a cross-section of the Irish population in order to inform health promotion
strategies, and to maintain a survey standard that allows re-measurement of trends in
order to observe trends over time in attitudes and behaviours in terms of health.

Two cross-sectional studies were carried out. A Survey of Lifestyle, Attitudes and
Nutrition (SLAN) surveyed adults aged 18 years and over and a study of Health
Behaviour in School Aged Children (HBSC) surveyed school children aged 10 to 17
years. Both SLAN and HBSC attempted to quantify PA participation levels and
attitudes towards health related behaviours.
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SLAN was first undertaken in 1998 and repeated in 2002. A representative crosssection of the population was surveyed. The sample was large enough to deduce
social class differences in exercise habits, smoking and alcohol habits and caloric
intake. The sample was generated from the Irish electoral register and a national
postal sample was generated randomly and distributed proportionately across Health
Board population size. Questionnaires were self-completed, and returned to NUI
Galway where a helpline was established to take queries regarding completion of the
survey. Respondents who completed a questionnaire were entered into a prize draw.
A reminder letter was sent, followed by a reminder questionnaire, and all remaining
non-respondents were followed up by either a telephone call, or a trained field worker
calling to the person’s home to collect the questionnaire.

The gender distribution of SLAN was 41% male and 59% female in 2002, and 47%
male and 53% female in 1998. Social class was categorised based on occupation.
Overall 51% of respondents were engaging in some form of physical activity (mild
exercise most days or moderate exercise three or more days per week, or strenuous
exercise three or more days per week), a slight decrease from 1998 (52%). 22% of
respondents reported doing light intensity exercise four days of the week, (25% in
1998), 32% of respondents reported doing moderate exercise three or more days a
week (31% in 1998), and 11% reported doing vigorous exercise three or more days
per week (10% in 1998).

Therefore, slight decreases in all intensities were reported between 1998 and 2002.
Decreases were comparable among males and females.
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A strong inverse relationship towards inactivity exists for educational level at all ages
according to the data presented; this gradient is widest for older respondents.
Improvements in this trend were not noted for females. Furthermore, 38% of all
respondents reported doing no physical activity at all in 2002, (21% in 1998).

The usefulness of the data presented in SLAN is questionable. Respondents are not
asked to recall physical activity levels that are readily comparable with recommended
guidelines. Respondents are asked to recall only moderate intensity exercise they did
lasting for 20 minutes in duration, when recommended guidelines clearly state that 30
minutes is necessary to confer health benefits. In addition, the recommended
guidelines suggest that moderate activity should be carried out most days (5 days)
preferably all days of the week, however, SLAN reports moderate activity carried out
on at least four days of the week. Furthermore, the survey does not allow for
accumulation of activity in blocks of ten minutes (i.e. 30 minutes accumulated on
most days of the week). Thus, comparing results from SLAN with other available
physical activity data should be made with caution. Indeed using the results from
SLAN to predict the relative risk of inactivity across the population is less useful.

The following table (7) attempts to summarise those studies that have measured
physical activity levels using questionnaire methods and informed the current study.
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Table 7
Summary of studies that have measured physical activity participation levels using
questionnaire methods
Year

n=

Sample

Research

population

Tool

Aged 15 yrs

Questionnaire

& over in
EU

Response

Sample

Rate

Selection

Assess PA

Response rate

Quota

(Face to Face

levels &

not reported as

Controlled

interview)

health beliefs

non-

Random

Kafatos et al,

(PA, body

probability

Sampling

(1999)&

weight &

methods

(approx

Zunft et al.

health)

utilised

1,000 from

Study

PAN EU

1999

15,239

Study

Aim of study

(1999)

each
member
state
selected)

1999

34

Various

Questionnaire

Assess PA

53%

Invitation to

of

local groups

(postal &

levels over 7

(100

all members

SPAQ

in

face to face)

day recall

participants

of 2

(Scottish

Kilmarnock:

& PA

period

w ho chose to

aerobics

Physical

254

intervention

(questionnaire

take part were

classes &

Activity

potential

distributed

distributed

members of

Questionnaire

participants:

Monday &

questionnaires.

general

54 (aerobics

Wednesday to

34 participants

public who

Lowther et al.

class)

establish

returned 53

applied for

(1999)

200 (general

reliability &

questionnaires)

membership

public who

concurrent

to a health

applied for

validity)

& fitness

Development

membership

club in the

to local

area

sports club)
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ACTIVE

1997

1997:

Australians

Questionnaire

Assess PA

1997:

Random

AUSTRALIA

&

4,824

aged 18-75

(Telephone

levels over 7

Household

Sampling

years

survey)

day and six

response;

using

2000
AIHW, (1997)

2000:

month recall

61.3%

telephone

&

3,841

period &

Individual

directory &

Armstrong et

assess their

response: 81%

then

al, (2000)

awareness of

2000:

selected

PA promotion

Household

person with

messages

response: 65%

most recent

Individual

birthday

response: 89%
1999

1999:

Adults aged

Questionnaire

Assess

1999:

Random

&

10,515

18 yrs &

(Postal &

attitudes &

62.2%

Sampling

over living

follow up

health

in Ireland

telephone call

behaviours

2003:

Electoral

or field

(exercise.

53.4%

Register

Health

worker home

smoking &

Promotion

call)

alcohol habits

SLAN

Higher

2003

Education

2003:

Centre for

11,211

Studies. (1999

& caloric

& 2003)

intake

using Irish
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3.3

Rationale for choosing the Research Tool;

The research tool is an adapted version of the Scottish Physical Activity
Questionnaire, (Lowther et al, 1999). SPAQ was proven to be reliable with concurrent
validity. Although it is limited by its measurement of work based PA it is nonetheless
as useful tool when applied to a large geographic area and most practical when used
with large numbers. Furthermore, SPAQ was found to be straightforward to complete,
(ibid).

Although SPAQ concluded that work based PA may be overestimated, this variance if
any could not be quantified. This study included the recall of work based PA as the
researcher felt that to exclude it would be to produce untrue results as work based PA
may be a major component of total PA levels (Bouchard et al, 1993). A modified
version of the SPAQ was applied to the study, as it not only identified PA levels but
also respondents’ stage of change. This information was of particular interest to the
Health Promotion Department of the Southern Health Board, in addition to being
necessary for implementing successful PA interventions. Also, it was thought that the
use of both SOC and recalled PA levels would serve to internally validate the research
tool. The research tool is discussed in detail elsewhere, (see page 100).
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3.4

Pilot Study: August 2003

The first draft of the questionnaire was distributed to colleagues at Cork Institute of
Technology in July 2003 to gain input on wording and flow of questions. Once
alterations were made a more extensive study of the tool was considered necessary
using members of the intended population. A small number (n=4) of the target
population was approached and asked to complete the questionnaire. These
participants were friends and family members of the researcher. Three questionnaires
were completed, which were not posted but distributed personally so as to get
feedback from participants. Further suggestions were made to the flow of words and
questionnaire construct. A final version of the questionnaire was prepared for the pilot
study. This version of the tool was sent to several professionals in the field of Health
Promotion for their views and comments. A senior Health Promotion Officer and a
member of the research department of the Health Promotion Department of the
Southern Health Board provided valuable feedback on the questionnaire and also
provided input on the development of the cover letter. Dr Niamh Murphy of W.I.T.
viewed the questionnaire and provided comments. Furthermore, the developer of the
Scottish Physical Activity Questionnaire (SPAQ), Dr Matthew Lowther, provided
comments on the final version of the questionnaire. All four professionals believed
the questionnaire to be ready for utilisation in the study.

3.4.1

Representativeness:
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As the respondents were not chosen using stratified random sampling it was inevitable
that some groups would be underrepresented. The only stratifying factor used in
selecting the respondents was their place of residence (i.e.) Mallow Urban North or
Mallow Urban South. Respondents were chosen from the Register of Electors for this
area (N = 6,868).

Table 8:
Pilot Study 2003

Sample Source:

Electoral Register (Mallow Urban District)

Sample Selection:

Simple Random Sampling

N:

6.868

Total Number of Participants: n=

21

Response Rate:

33.3%

For the pilot study, 21 participants were selected randomly from the target population
sourced from the Electoral Register using a table of randomly selected numbers; 14
males and 7 females received the postal questionnaire, along with a cover letter
explaining the rationale for the study and a separate sheet for a prize draw.

Four questionnaires were returned in the first week of posting. In attempting to
improve the response rate a reminder letter was sent to all 21 participants.
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To further verify confidentiality of the study, the follow up letter thanked participants
if they had returned the completed questionnaire and went on to ask those who did not
to do so as a matter of importance, therefore no direct contact was made with
individuals who had or had not returned the questionnaire. In the days following the
reminder letter just one more completed questionnaire was returned, increasing the
response rate to 23.80%. Two weeks later a further completed questionnaire was
returned increasing the response rate of the pilot study to 33.3%

Several attempts were made to improve the response rate of this pilot study:

•

The cover letter explained the purpose and importance of this study and
appealed for the respondent’s cooperation. The anonymity and privacy of
respondents was assured. References were made to links with both Cork
Institute of Technology and the Health Promotion Department of the Southern
Health Board. The importance of the study to the town itself and to the
members of the population was highlighted with particular reference made to
facilities and funding for physical activity.

•

Because the questionnaire imposed on the respondent’s time, incentives were
offered for completing the survey within the specified time, (A Signed
Munster Rugby Ball and One Month’s Free Membership in the Hibernian
Leisure Centre, Mallow). An entry form accompanied the questionnaire and
cover letter.

98

As the survey was completely confidential there was no means of deducting if
those who returned entry forms were those who completed the questionnaire.
The study appealed to respondent’s good will to return both.
•

A self-addressed envelope accompanied the questionnaire. A two-week
deadline was decided to be ample time for the respondents to complete and
return the questionnaire

•

Follow up letters sent to respondents stressed the importance of participation
in the survey, it thanked those who had already returned their questionnaire
and urged those who did not, to do so as soon as possible.

Completed questionnaires were examined to determine if a full understanding of the
questions was attained. It was concluded that as each questionnaire was completed it
was likely that respondents had fully understood the questions asked. However, as the
response rate to the pilot study was low, this highlighted the need to review the
methodology in an effort to increase response rates. Data was inputted utilising the
statistical package SNAP 7 (SNAP Surveys, UK, 2004). Data was then analysed to
determine if the results were meaningful and to ascertain whether changes were
needed to warrant easier analysis.

As just 14% of the respondents were sedentary it would be reasonable to presume that
those who did not reply were likely to be physically inactive or were not regularly
physically active. The study concluded that the consequences for the survey findings
would be to overestimate physical activity levels of Mallow adults, as there was a
high probability that there was error due to non-response.
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Although every reasonable effort was made to encourage all participants to answer the
questionnaire the response rate was low, and as a high proportion of these respondents
were physically active (see table 9) the pilot study concluded that the research tool
should be applied to the same population using different methods.

Table 9
Result of Pilot Study (2003) compared to SLAN (1999)

SLAN (1999)

Pilot Study (2003)

% Respondents Sedentaiy

21

14

% Respondents Regularly Physically

42

86

active

See note 1

See note 2

Note 1: Regular Physical Activity meaning 20 minutes of moderate activity 3 times per week or mild exercise 4
times per week
Note 2: Regular Physical Activity meaning 30 minutes of moderate activity on at least 5 days of the week or more.

3.5

Instrument:

A copy of the research tool is provided in appendix 6.

An adapted version of the Health Education Bureau for Scotland

(HEBS, NHS

Health Scotland) Physical Activity Questionnaire was utilised, (see appendix 7)
(Lowther et al, 1999). The developer of the research tool was contacted and
permission was sought and granted for the use of the research tool in this study.
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The objective of the questionnaire was to determine the PA participation levels of the
adult population of Mallow, to determine their readiness for change with regard to PA
and to gather information on the respondent’s perceived barriers to PA.

The questionnaire for this study used mostly closed-ended questions. The main body
of the questionnaire is identical to the HEBS questionnaire, with minor changes to
wording, e.g. ‘outwith work’ was replaced with ‘outside of work’. To determine PA
levels, respondents were asked to recall the past seven days PA. To establish if the
amounts recounted were regularly adhered to, respondents were probed to recount if
the PA levels reported were regular or irregular. Participants were given the
opportunity to recall what PA they would do in a typical week, whether it be more or
less. To establish the respondents stage of readiness to change, they were asked to
choose one sentence from a pre-determined list of sentences, of how physically active
they believed themselves to be in the past six months.

Unlike the HEBS questionnaire (SPAQ) respondents in the current study were asked
to choose from a list of barriers to PA. Using the Likert Scale (Thomas & Nelson,
1996) participants were asked to respond to six questions using a scaled response, i.e.
if they strongly agreed, agreed, were indifferent, disagreed or strongly disagreed with
the sentences, in order to determine what factors motivated them to be physically
active or served as barriers to PA. The reasons for including these sentences were two
fold. Firstly, identifying cognitive and behavioural processes is essential if PA
interventions are to be successful (Nutbeam & Harris, 1999, Marcus & Forsyth, 2003)
and secondly, the Health Promotion Department of the Southern Health Board
expressed strong interest in identifying barriers to exercise.
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When adapting the HEBS questionnaire (Lowther et al, 1999) to the Irish context the
following guidelines were observed (Thomas & Nelson, 1996):

•

Questions were worded clearly so that items had the same meaning for all
participants, words such as usually, most, sometimes, were avoided

•

Questions were short so as to enhance the understanding of them

•

No more than one item was discussed in a single question

•

All questions were stated clearly, avoiding technical jargon

•

No attempt to bias the respondent’s answer was made, (i.e.) questions were
not phrased in such a way as to lead them to the right answer

•

Instructions for answering the questions were clear and complete, examples
were provided

•

Short and easy to answer questions were used at the outset, leaving more
difficult questions for the latter end of the survey

3.5.1

Question 1:

The first question identifies the respondent’s stage of change. This question has been
taken directly from The Scottish Physical Activity Questionnaire (SPAQ); minimal
changes to wording of the questions were made so as to fit into the Irish context, such
as ‘outside of work’ replaced the words ‘outwith work’. The question identifies which
stage respondents are in by probing respondents to recall the physical activity they
took part in over the previous six-months. Respondents are classified as being in one
of the following stages: pre-contemplation, contemplation, preparation, action or
maintenance.
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3.5.2

Question 2:

The second question asks participants to recall the previous seven days physical
activity; both leisure time physical activity (LTPA) and work based physical activity
(WBPA). LTPA includes activities such as walking outside of work, household
chores, manual labour outside of work, dancing, participation in a sport, leisure
activity or training. WBPA includes walking whilst at work and manual labour whilst
at work.

As this study is only interested in measuring moderate or vigorous physical activity
an explanation of both intensities and examples of types of activities are included in
order to aid respondents in answering this question as accurately as possible.

Question 2 also identifies if the physical activity recalled is typical of the amount of
activity participants normally do, thereby determining if the physical activity recalled
is regular physical activity. The question asks if the amount of physical activity
recalled in the previous seven days is typical of the amount of physical activity
respondents regularly do. A section is also included for respondents who would
normally do more or less physical activity than that recalled in the previous seven
days.

Total PA is calculated by computing LTPA and WBPA figures recalled. Total number
of days is also quantified to determine if respondents meet recommended PA
guidelines.
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3.5.3

Question 3:

The third question is similar to a question used in the Active Australia study,
(Armstrong et al, 2000). Using the Likert Scale of ranking (Thomas & Nelson, 1996),
respondents are asked to rank the importance of six questions. These questions
identify important factors that influence a person’s decision to exercise. Many factors
determine participation in physical activity; barriers and motivators included in the
questionnaire are perceived importance of the benefits of regular physical activity,
self-efficacy, self-confidence, influence of family and friends, time restraints, and
social influences.

3.5.4

Question 4:

The fourth question seeks to identify participants’ knowledge of the recommended
guidelines for physical activity participation. Knowledge of health benefits due to
regular physical activity is also related to exercise stage of change (Marcus & Forsyth,
2003). Identifying an individual’s stage of change will be of use to Health Promotion
personnel as stage specific cognitive and behavioural strategies may be applied to aid
an individual progress in the stage model. Furthermore, identifying knowledge can
serve to evaluate the effectiveness of current physical activity promotion messages,
and whether these messages are being absorbed correctly.
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3.5.5

Questions:

The fifth question identifies facilities that are used by participants. The study attempts
to list most physical activity facilities in the Mallow area and asks respondents to
identify which facility they use, and are given the option to include other facilities that
may not have been included.

The last section seeks demographic information on age, sex and social class of
respondents. In order to determine patterns of physical activity among males and
females of different ages and social classes this data is necessary.

The study stresses the confidential nature of the questionnaire thereby encouraging
participants to answer fully. No information is sought regarding marital status or
income therefore it was expected that all questionnaires returned would be completed
fully. Respondents are also thanked for completing the questionnaire.

Prior to carrying out the main study testing of the tool and methodology were
completed, (see pilot study, page 97).
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3.6

Main Study: February & March 2004:

As the response rate to the pilot study was relatively low the main study used the
same research tool with revised methodology. A pilot of this methodology was
deemed not necessary, as the tool had previously been piloted. The main study was
conducted in February and March of 2004. Although the study was ready to conduct
the research in late December 2003 it was decided to wait until post Christmas so as
not to hamper the results by a possible increase in PA due to increased free leisure
time (Christmas holidays) and new years resolutions.

The scope of the study was all populations among adult male and female inhabitants
in Mallow urban district. The electoral register was not used as a sample source;
instead the sample was sourced using data from the 1996 Census for County Cork.
The electoral register was not used as a data source as it is a directory of names and
addresses of residents on the register to vote. It provides no statistical information
such as gender (although this could be assumed), age, or employment information.
Therefore, the only stratifying information attainable from the register to vote is place
of residence, and this information was not sufficient for the methodology that was
applied to the main study, i.e. cluster sampling using a stratified selection.

Stratified random sampling gives all members of the selected population an equal
chance of being selected in relation to their proportion within the total population,
(Denscombe, 2002).
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However, cluster sampling was applied to the stratified selection thereby reducing the
randomness of the study and the representativeness of the selected sample.

The apparent advantage of using cluster sampling is that it allowed the study to
control the selection of the sample and this in turn guaranteed that all stratified
proportions within the population were covered, as a pre-set selection was prepared
before commencing the study. Generalisation of the results is also more reliable with
this type of sampling as work was not completed until data was collected from all
strata in the pre-selected list of groups. In an attempt to further enhance the
randomness of the study, naturally formed clusters of stratified groups were identified
and then chosen using random sampling.

An attempt was made to reflect respondents’ selection as per their proportion within
the population, i.e., all selected strata would be represented as per their proportion in
the sample population, e.g., 48% of the respondents would be male and 52% of the
respondents would be female as per their proportion in the Mallow Urban District.

However, a sample size that would proportionately represent all age, sex and social
class strata for this population proved to be of a larger magnitude than would be
feasible for a study of this size.

107

Furthermore, if a realistic figure for this study was used as a total sample and
respondents were chosen to represent their proportion within the population it would
be inevitable that only some strata would be representative of the population while
others such as social class would be severely underrepresented making the data
meaningless. A sample of at least 180 was deemed representative of the sample,
however, after several weeks of data collection it became apparent that to attain this
figure was unrealistic in terms of both time and fiscal resources. Therefore the
following figures were deemed feasible for this study, while reducing the
representativeness of the sample.

3.6.1

Sample selection:

Total Sample:

Gender:

Groups:

108 respondents
%

No

Male (m):

50.0%

64

Female (f):

50.0%

64

20-34 yrs/SC 1-2

11.1%

12

(m = 6, f = 6)

20-34 yrs/SC 3-4

11.1%

12

(m = 6, f = 6)

20-34 yrs/SC 5-7

11.1%

12

(m = 6, f = 6)

35-49 yrs/SC 1-2

11.1%

12

(m = 6, f = 6)

35-49 yrs/SC 3-4

11.1%

12

(m = 6, f = 6)

35-49 yrs/SC 5-7

11.1%

12

(m = 6, f=6)

50-64 yrs/SC 1-2

11.1%

12

(m = 6, f = 6)

50-64 yrs/SC 3-4

11.1%

12

(m = 6, f = 6)

50-64 yrs/SC 5-7

11.1%

12

(m = 6, f = 6)
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An alphabetical list of all clusters in the Mallow Urban District area was compiled
using the local phone book of businesses and a directory of services in the area. Their
suitability to the study was ascertained. Clusters were contacted by telephone and
further evaluated for their suitability to the study; and information was obtained on
the variables the groups were likely to match. The list comprised of 440 naturally
formed clusters. Groups were chosen at random to participate in the study in an effort
to increase randomness. Every 25th cluster (25 was chosen at random) of the selected
groups were then contacted and once it was determined the group matched the strata
required and no health promotion or physical activity intervention had been directly
targeted towards them, participation in the study was requested. A date and time was
arranged with each group as to when the researcher would approach the cluster and
administer the questionnaire.

All members of the clusters were invited to participate, that is to say, individual
members were not invited to participate rather the group as a whole was invited to
complete the questionnaires. A list of names of individuals present was then prepared
for the researcher and every 2^^ name on the list was chosen for participation. This
was done in an effort to increase randomness and to avoid the circumstance where
only physically active individuals were interested in completing a questionnaire as per
the Pilot Study (page 97),

The questionnaire was handed out to the selected participants and the only instruction
given to individuals were those that would have appeared on the cover letter
accompanying the postal questionnaire (see Pilot Study, page 97), therefore there was
no undue influence placed on any individual completing the questionnaire.
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Those who participated were given the opportunity to fill out a separate prize draw
sheet, which entitled them to enter a draw for two prizes (see Pilot Study).

The study did not need to rely on the goodwill of participants to return the
questionnaire in the post instead participants either completed the questionnaire in the
presence of the researcher or completed it at their own convenience and it was
collected by the researcher at an agreed time and date. On collecting the
questionnaires the researcher searched for unanswered questions and made an attempt
to have all questionnaires completed fully.

With paper and pencil type questionnaires there is a possibility that participants aim to
complete the questionnaire by answering what they perceive to be the right answer
and results may not be an honest reflection of the situation in reality (Denscombe,
2002). For example, participants may cite moderate exercise on five days of the week
in the knowledge that this much exercise is the recommended amount of physical
activity, but they may in fact be sedentary.

There was direct contact with most participants using this type of research
methodology, therefore if some questions were not answered the researcher had the
opportunity to point this out to the participant and this allowed for less error.
However, despite direct contact with the participants data could not be checked for
accuracy and the researcher had little opportunity to check the truthfulness of the
respondent’s answers without prompting their answers.
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It should be noted that the researcher is an inhabitant of the Mallow Urban District
and there is a possibility that some participants may have known the researcher.
Taking this into account it is possible that it may have had a bearing on the
completion of the questionnaire by those participants. Such that these participants
may not have answered the questions as they might have done did they not know the
researcher, however, such an effect, if any, could not be verified or quantified.

Completed questionnaires were examined to ascertain if participants completed all
fields and if they had understood the questions asked. As verified questionnaires were
received they were input on the statistical package SNAP 7. Some strata had a surplus
of completed questionnaires however, as a strata’s quota was filled any surplus
questionnaire for that strata was not utilised in the study. There was a substantial
surplus of completed questionnaires by females in social class 3-4 in the age groups
20 to 49 years. There was great difficulty in filling all male strata. It became apparent
early in the study that females were much more willing to participate than men.
Prospective male participants cited similar reasons for non-participation, i.e. time
restraints and not being physically active enough for the study.

3.6.2

Delimitations of the Study & Representativeness:

All strata were contained within the pre-formed clusters therefore the data presented
can be inferred to be representative of the population because it reflects all the
characteristics of that population. Data presented in the Census 1996 determined the
variables used to stratify the potential pool of participants, these variables were, place
of residence, sex, age and social class.
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For the purpose of this study the population was limited to adults over the age of 20.
Data presented in Census 1996 did not distinguish adults over the age of 18, instead
age categories were presented in clusters, such that ages 15 to 19 were grouped
together, therefore those aged 18 and 19 were excluded from the study and no data
was collected from individuals of that age in the geographic area.

The study did not include adults over 64 years, as adults over this age would be
classified as older adults and several physical activity interventions are already in
place for this particular group. Although the study did not include 18 and 19 year olds
and those aged over 64 a sufficiently large portion of the adult population in Mallow
were included as both excluded groups represented a small percentage in relation to
the total population for the area.

The study was further limited by the sampling method. The sampling method chosen
limited an individual’s chance of being selected; only those members of cluster
groups chosen were potential members of the sample. If an individual was not part of
any cluster then they had no chance of being selected. Only members of the clusters
identified had an equal chance of being selected. Therefore some minority groups
may not be represented in this study. However, through the selection process some
minority groups were selected as a result of random sampling and those groups that
participated

included;

women’s

groups

including unemployed women and

housewives, members of the traveling community, individuals with mental handicap
and literacy difficulties. Any individual who required assistance with completion of
the questionnaire was assisted by either a group leader or a member of their group
following instruction from the researcher.
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Chapter 4

Results

4.

Research results:

4.1

Overview:

This chapter presents the results of the research study. The scope of the study was
Mallow adults aged 20 to 64. The sampling selection is detailed in the Methodology
chapter, (see page 80). The sample size was 108 (response rate 60%), and was
distributed proportionately across the geographie area.

Results will be presented for eaeh section of the research tool, (see appendix 6). The
results will be further refined by the following strata; age (20-34 years, 35-49 years, &
50 - 64 years), social class (social classes 1-2, 3-4 & 5-7, see appendix 8) and gender
(male & female). Variances among these strata will also be presented. The results
were prepared using the statistical package SNAP 7.

4.2

Stage of Readiness to change

This section will present the recalled physical activity levels of those 108 respondents
and their stage of readiness to change (Prochaska & DiClemente, 1984) with regard to
physical activity. The first question of the researeh tool identifies respondents’ stage
of change and assists in answering the second research question; “What is the non
exercising respondents readiness for change in relation to physical activity
participation?” using Prochaska and DiClemente’s “Stages of Change Model’, (1984).
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Respondents are asked to choose one statement that best suits how physically active
they are at present. Each sentence corresponds to a stage of change in Prochaska and
DiClemente’s Stages of Change Model.

Over half of the total sample (52%) perceive themselves to be regularly physically
active as per recommended guidelines for longer than six months i.e. maintenance
stage(n=56). A further 12% (n=13) believe they are physically active as per
recommended guidelines but for less than six months i.e. action stage. Less than 1%
of the total sample are not even considering becoming physically active (pre
contemplation), while 9% (n=10) are considering it (contemplation) and a further
26% (n=28) are doing some form of PA but not enough to meet recommended
guidelines, (preparation stage), (see figure 1).
Stage of Readiness to Change:

0.9

mi Pre-contemplation

□ P rep arat io n

□ Con tern plat ion

^(Action

□ Maintenance

Figure 1:
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The five stages in the Stages of Change Model (SOC) can be simplified into two
broad categories, active and non-active (or not active enough) (see table 10)

Table 10
Active/Non-Active Self Selected Category:
Category
Non-active or not active enough

Active

Stage of Change
Stage 1

Pre-contemplation

Stage 2

Contemplation

Stage 3

Preparation

Stage 4

Action

Stage 5

Maintenance

Of the total sample 64% of respondents believe they are active, i.e. they chose one of
the last two options on question one (SOC 4 & 5), while 36% of respondents believe
they are not active (SOC 1-3) as per recommended guidelines, (see figure 2).

Self-selected activity category

Non-active

□ Active

Figure 2
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4.3

Total Recalled Physical Activity:

The second question of the research tool identified total recalled physical activity
levels of all respondents (108). This data provided the information required to answer
the first research question; What percentage of the Mallow adult population in the
Mallow UDC area meets the ACSM recommended physical activity levels? This
element of the research tool also provided the additional information required to
answer the second research question; What is the non-exercising respondents’
readiness for change in relation to physical activity participation using Prochaska’s
and DiClemente’s Stages of Change model?

This section of the tool required respondents to recall in minutes how much time was
spent per day doing leisure time physical activity (LTPA) and work based physical
activity (WBPA) in the previous seven days. To assist respondents in completing the
required fields (see appendix 6), examples of activities respondents were to include
and exclude for each category were provided, emphasising that only activities of
moderate intensity should be recalled. An explanation of moderate intensity exercise
was also provided.

Large portions of the sample recalled leisure time physical activity (76%) and work
based physical activity (59%) that when accounted for alone, was sufficient to meet
guidelines.
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When total recalled PA exceeds 150 minutes across 5 or more days respondents are
deemed to be meeting recommended guidelines. Total PA was calculated by
computing recalled leisure time PA (LTPA) and recalled work based PA (WBPA).
Of the total sample taken 94% of respondents’ recalled total activity that meets
recommended guidelines, (see figure 3).

Total PA Recalled

Not meeting guidelines

□ Meeting guidelines

Figure 3

4.3.1

Total Recalled Physical Activity & Active/Non-active Categories:

When the respondents’ total recalled PA levels are cross-tabulated with their location
in the ‘non-active’ (or not active enough) (SOC 1-3) category versus the ‘active’
(SOC 4-5) category the results show that 92.3% of the non-active category are in fact
meeting the recommended guidelines, (see figures 4 and 5).
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Total Recalled PA and self-selected Activity Category
for ‘Non-Active’ respondents

Not meeting guidelines

□ Meeting guidelines

Figure 4

Total PA and self-selected Activity Category
for 'Active' respondents

Not meeting guidelines

Q Meeting guidelines

Figure 5

The data presented in this study shows a poor correlation between respondents’ self
location in the stages of change model and their reported level of PA. In response to
the second research question, of those who report PA levels lower than the
recommended guidelines (non-exercising respondents), 43% are in the non-active
category while 57% are in the active category. Furthermore, of those who report their
PA levels as higher than the recommended guidelines, 36% are in the non-active
category while 64% are in the active category, (see figure 6).
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Total Recalled PA and self-selected Activity Category

80%
64.4
57.1

60
40
20

Not meeting guidelines

f~l

Meeting guidelines

Non-active

active

Figure 6

According to this data, if an individual is not physically active as per the
recommended guidelines, they are as likely to think that they are active as not active.
In addition, if an individual is meeting guidelines they have over one third of a chance
of thinking they are not active.

When the responses to Q1 (Stages of Change) and Q2 (level of recalled PA) are crosstabulated for the total sample, each respondent falls into one of four categories, i.e.
i.

Active/not meeting guidelines

(3.7%)

ii.

Active/meeting guidelines

(60.2%)

iii.

Not active/not meeting guidelines

(2.8%)

iv.

Not active/meeting guidelines

(33.3%)

The results of this cross-tabulation further illustrate the disparities between recalled
PA levels and self-location on the Stages of Change Model, (see figure 7).

119

Self-selected Activity Category and Reported PA

100%

Figure 7

4.3.2

Total Recalled PA and Activity Category for Gender:

Males constitute 50% (n=54)of sample and females constitute 50% (n=54)of sample.
There was no significant difference between self-selected activity category for males
and females, with close to half of each gender selecting the ‘active’ (SOC 4-5)
category (males = 54%, females = 47%). Similarly significant differences between
total recalled physical activity for males and females was not apparent.
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However, women were more likely to locate themselves 'correctly’ in the activity
category in correspondence with their actual activity levels. Notwithstanding this, a
poor correlation between self-selected activity category and recalled physical activity
is evident for both sexes, with female respondents who perform regular physical
activity having close to a 50% chance of thinking they are inactive, and a similar
chance that females who are physically inactive believing they are active, (see figure
8). Males on the other hand are much less likely to correctly place themselves in the
activity category that corresponds to their reported levels of activity, with all males
not meeting guidelines believing they were active, and just two thirds of males who
were meeting guidelines believing they were active, (see figure 9).

Total Recalled PA and Activity Category for Females

70

%

61.2

60

60

-

50

-

40

-

30

-

20

-

i'''

10
n

. ■ -'^l
-------------------Not meeting guidelines

Non -active

Meeting guidelines

Active

Figure 8
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Activity Category and Total Recalled PA for Males

r I

Active

Non-active

Figure 9

4.3.3

Total recalled physical activity and Age:

The results obtained from respondents in all age categories are interesting, as it would
be expected to observe an inverse relationship towards physical inactivity levels and
decrease in age, (Bouchard et al, 1993). This is not the case in this study; however, an
overall decline in physical activity rates is observed in an inconsistent manner.

When activity categories are examined for all age groups (20-34yrs, 35-49yrs and 5064yrs) trends are similar with over half of the respondents in each age group believing
they are physically active as per recommended guidelines.
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In the 20 to 34 age group 75% (n=27) of respondents believe they are physically
active while 25% (n=9) think they are inactive. In the 35 to 49 age group about half of
the respondents (53%; n=19) believe they are active while 47% (n=17) believe they
are inactive. In the over 50 age group 64% (n=23) of respondents believe they are
physically active while 36% (n=13) believe they do not do enough PA to meet
recommended guidelines, (see figure 10).

Activity Category by Age:

80%

75
63.9

60

52.8
47.2

40

36.1

H
25

20
0

20-34 yrs

I

!

Non-active

35-49 yrs

50 - 64yrs

A ctive

Figure 10

Furthermore, when total recalled PA is examined for all age groups close to all
respondents in each age group recalled PA that meets or exceeds recommended
guidelines. Although expectedly the highest level of inactivity is in the 50 to 64 age
group, activity levels are still high across all age categories and do not progressively
decrease as age increases, (see figure 11).
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Total Recalled PA for all Age Groups

I' " 'I Not meeting guidelines

[ '

| Meeting guidelines

Figure 11

Furthermore, there is also a poor correlation between self-selected activity category
and recalled physical activity across all age categories. The youngest respondents
(aged 20 to 34 years) have the poorest chance of ‘correctly’ matching activity levels
with self-selected activity category. The middle age group shows close to a 50%
chance of ‘correctly’ placing themselves in an activity category. The older
respondents (50 to 64 yrs) have the greatest chance of ‘correctly’ placing themselves
in an activity category. Three quarters of respondents in this age group who do not
meet recommended guidelines do not believe they are active, and a further two thirds
of respondents in this age group who meet these guidelines believe they are active.
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4.3.4

Total Recalled Physical Activity and Social Class:

Results for all social classes are comparable with results for other strata (gender and
age) with the majority of respondents in each social class believing they are active.
Furthermore, the majority of respondents in each social class are meeting the
recommended guidelines with over 90% of all respondents in each social class
category recalling PA that exceeds 150 minutes across five or more days. Activity
levels are consistently high across all social class strata, where it would be expected
that disparities between social classes would be present, with the least amount of
activity being carried out by lower social class group 5-7, (see figure 12).

Furthermore, when total PA and self-selected activity category are cross-tabulated for
all social class groups a poor correlation is apparent between perceived level of
activity and recalled physical activity. Respondents in social class 3-4 have a greater
chance of 'correctly’ self-locating themselves in an activity category with respondents
in both social class 1-2 and social class 5-7 exhibiting similarly poor self-placing in
the Stages of Change model.
Total Recalled Physical Activity for all Social Class

Figure 12

Not meeting guidelines

f] Meeting guidelines
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A significant and surprising finding of the study was that only respondents in social
class 5-7 who recalled PA that were less than reeommended guidelines correctly
perceived themselves to be ‘non-aetive’ or not aetive enough, (see figure 13),
therefore all respondents in social class 5-7 who perceived themselves to be active
were in faet meeting recommended guidelines, (see figure 14). Due to their higher
educational attainment respondents in a higher soeial elass would be expected to have
a greater ability of ‘correctly’ placing themselves in an activity category that
corresponds with their actual level of physical activity, but this did not occur in this
study.

Activity Category and Total Recalled PA: Social Class 5-7

100
100

80
67.6

60
40
32.4

20
0

Not meeting guildelines

Non-active

Meeting guildelines

Active

Figure 13
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Total Recalled PA and Activity Category: Social Class 5-7

100
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Figure 14

4.4

Barriers & Motivators of Regular PA:

By rating how important six statements were respondents identified what motivates
them to be physically active in addition to what serves as a barrier to regular physical
activity. The following section presents the results for the total sample and any
variances that may exists between the selected strata; gender, age and social class.

4.4.1

Knowledge of Health Benefits of PA as a determinant of PA:

The majority of respondents believe feeling and being healthy as a result of regular
PA is either ‘important’ (38%) or ‘very important’ (59%), therefore the associated
benefits of health are likely to serve as a motivator to exercise.
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Furthermore, only 2% of respondents believe health gained as a result of regular PA
is unimportant, with only 1% of respondents unsure if health is ‘important’ when
considering becoming physically active, see figure 15.

I would be healthier if I exercised regularly

1.9

Not at all important
□ Not important

0.9

|||| Important
□ Very Important

□ Un-decided

Figure 15

4.4.1.i

Knowledge of Health Benefits of PA as a determinant of PA for

Gender:

Results for male and female respondents are comparable with large sections of both
strata considering health benefits of regular physical activity as either ‘important’ or
‘very important’. Just 2% of females believe this is unimportant with a further 2%
unsure if it would influence their decision to become physically active.
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4.4.1.ii

Knowledge of Health Benefits of PA as a determinant of PA and Age:

Health as an outcome of regular physical activity appears to be ‘important’ or ‘very
important’ across all age groups. The only respondents unsure if health is important in
determining regular PA are those in the older age group with 3% of respondents aged
50 to 64 years undecided. In fact very few respondents feel health benefits of PA are
‘not important’ in determining their decision to become active, with just 3% in both
the 20 to 34 age group and in the 50 to 64 age group selecting health as unimportant.
Two thirds of respondent’s aged 50 to 64 years believe feeling healthier is ‘very
important’, (see figure 16).

Health as a determining factor of regular PA for all age groups
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Knowledge of Health Benefits of PA as a determinant of PA
and Social Class:

Only respondents in social class 5-7 rate health as either ‘not important’ (6%) or are
‘undecided’ (3%) if health is important when deciding to become physically active.
All other social classes believe health is either ‘important’ or ‘very important’, with
the largest portion of respondents in social class 1-2 considering health ‘very
important’, (see figure 17).

Health as a determining factor of regular PA for all Social Classes
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4.4.1.iv

Knowledge of Health Benefits of PA as a determinant of PA

and Self-Selected Activity Category:

Interestingly it is respondents who self-selected the ‘non-active’ category who are
undecided if health is an important factor in determining participation in regular PA.
A small percentage in each category believes health is ‘not important’. 3% of
respondents who rate themselves as ‘non-active’ (or not active enough) do not feel
health is an important result of regular PA and just over 1% of respondents who rate
themselves as ‘active’ perceive health as unimportant as a determining factor of being
regularly physically active, (see figure 18).
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4.4.l.v______Knowledge of Health Benefits of PA as a determinant of PA and Stage
of Change:

When responses from the question relating to health as a determinant of PA are crosstabulated with Q1 (SOC) results show that respondents in each stage of change
predominately believe feeling healthy is either ‘important’ or ‘very important’. Of
those respondents in the contemplation stage (n=10) 70% believe feeling healthy is
‘very important’. Only respondents in the preparation stage (n=28) and the
maintenance stage (n=56) believe that feeling healthy is ‘not important’ with minimal
numbers choosing this option.

Of those respondents who recalled PA levels that meet recommended guidelines just
2% of respondents do not feel health is important as a result of regular PA, 37% of
respondents meeting guidelines think health is ‘important’ while 61% believe it is
‘very important’. Of those respondents who are not meeting guidelines, 14% are
undecided if health is important, while 57% feel health is ‘very important’ and a
further 29% believe it is ‘important’ when considering regular PA.

4.4.2

Self-Confidence/ Self-Efficacy as a determinant of regular PA:

Feeling confident and better about ones self as a result of exercise and having
confidence in one’s ability to exercise appears to be either ‘important’ (44%) or ‘very
important’ (47%) to this study’s participants, (see figure 19).
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Self-confidence/Self-efficacy as determining factors of regular PA
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4.4.2a

Self-Confidence/ Self-Efficacy as a determinant of regular PA by

Gender:

Confidence and self-efficacy are as important to males as they are to females, with
just 2% of males believing feeling better about themselves as a result of PA is ‘not at
all important’. 6% of males and females believe that confidence and self-efficacy are
unimportant, however, the majority of both males and females feel they are of
importance or of great importance.
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4.4.2.ii

Self-Confidence/ Self-Efficacy as a determinant of regular PA and

Age:

Respondents across all age groups for the most part believe they would be more selfconfident and have more confidence in their ability to exercise. Small minorities in
each age category do not believe they would feel more confident as a result of regular
PA with 3% of respondents aged 20 to 34 years and 35 to 49 years and a further 8%
of respondents aged 50 to 64 years considering this result of PA as ‘not important’.
Just 3% of respondents aged 50 to 64 years believe self-confidence would not be a
‘very important’ result of regular PA.

4.4.2.iii

Self-Confidence/ Self-Efficacy as a determinant of regular PA

and Social Class:

Comparable trends are apparent across all social class groups with the greater part of
respondents deeming feeling confident as a result of regular PA is either ‘important’
or ‘very important’. Just 3% of respondents in social class 5-7 feel confidence is ‘not
at all important’, while a further 6% are ‘undecided’. Few respondents feel confidence
is ‘not important’ with 3% of respondents in both social class 1-2 and social class 3-4
choosing the ‘not important’ option, an additional 11% of respondents in social class
5-7 believe confidence is not an important result of regular PA.
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4.4.2.iv

Self-Confidence/ Self-Efficacy as a determinant of regular PA

and Self-Selected Activity Category:

Although both ‘active’ and ‘non-active’ respondents consider feeling better about
themselves as significant, respondents who consider themselves active perceive selfconfidence to be of greater importance than ‘non-active’ (or not active enough)
respondents. Of those who perceive themselves to be ‘active’ 53% consider feeling
confident as a result of regular PA very important compared to 36% of respondents
who consider themselves ‘non-active’ (or not active enough).

The respondents who consider feeling confident as not at all important are those who
consider themselves ‘non-active’, with 3% of non-active respondents holding this
view. Furthermore, a larger proportion of non-active respondents (10%) consider selfconfidence unimportant while just 3% of active respondents do not consider selfconfidence important. Very few respondents are ‘undecided’ with 3% of ‘active’
respondents not sure if feeling self-confident or being confident about their ability to
exercise is important or not.

4.4.2.V______ Self-Confidence/ Self-Efficacy as a determinant of regular PA and

Stage of Change:

The respondent in the pre-contemplation stage (n=l) does not think they would feel
better about themselves if they were to become regularly physically active.
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For all other respondents in all other stages of change, feeling self-confident is mainly
important or very important. 4% of respondents in the preparation stage (n=28) do not
think feeling confident is at all important, while a further 10% of respondents in the
contemplation stage (n=10), 7% of respondents in the preparation stage and 4% of
respondents in the maintenance stage (n=^56) believe feeling confident as a result of
regular PA is ‘not important’. The trend through the stages (2 to 5) illustrates an
increase in respondents considering this factor ‘very important’ and a decrease in
respondents considering self-confidence important (see figure 20).
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When total recalled activity levels are cross-tabulated with responses to the question
regarding self-confidence and self-efficacy, half of the respondents (50%) who are
meeting guidelines consider feeling confident as a result of PA ‘very important’ while
14% of those who are not meeting guidelines consider this ‘very important’.
Nonetheless the majority of respondents who are not meeting guidelines (86%) feel
confidence gained as a result of regular PA is ‘important’, while 42% of those
meeting guidelines believe feeling confident is ‘important’. A minority of respondents
meeting guidelines feels that confidence is ‘not important’ (6%) or ‘not at all
important’ (1%). Just 2% of respondents meeting guidelines are ‘undecided’.

4.4.3

Influence of Family and Friends as a determinant of PA:

Close to one quarter of respondents feel family and friends are an important factor to
consider when deciding to expend free time being physically active, with 19% of
respondents considering this determining factor ‘important’ and a further 4% of
respondents believing family and friends are a ‘very important’ factor to consider. A
large proportion of respondents consider this either not important (35%) or not at all
important (22%) and a further 19% are undecided if family and friends influence their
decision to exercise or not, (see figure 21).
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4.4.3.i

Influence of Family and Friends as a determinant of PA by Gender:

Comparable results for males and females are evident with minor differences in
opinion, 24% of males believe influence of family and friends on leisure time is
‘important’ compared to 15% of females.

4.4.3.ii

Influence of Family and Friends as a determinant of PA and Age:

As respondents increase in age influence of family and friends on leisure time appears
to become less important. In respondents aged 50 to 64 years 75% feel this factor is
either not important or not at all important, while 52% of respondents aged 35 to 49
are of this opinion and a further 45% of respondents aged 20 to 34 years.
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Therefore it is respondents in the older age groups that are least likely to be
influenced by family and friends when deciding to expend time being physically
active.

Comparable percentages of respondents in each age category consider influence of
family and friends on leisure time to be either ‘important’ or ‘very important’. 30% of
respondents in the 20 to 34 age group cannot decide if family and friends influence
the time they spend on PA participation, 19% of respondents aged 35 to 49 years are
also uncertain and just 6% of respondents aged 50 to 64 years are undecided in
relation to this influence, (see figure 22).
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4.4.3.iii

Influence of Family & Friends as a determinant of PA and

Social Class:

The emerging trend regarding the influence of family and friends as an influence on
PA participation and leisure time appears to be that for the most part respondents do
not consider them either important or very important as a determining factor. This
holds true for respondents in all social class categories with fewer than 12% of
respondents in social class 1-2 considering this factor ‘very important’, no
respondents in social class 3-4 consider this factor ‘very important’ and just 3% of
respondents consider family and friends ‘important’ when allowing for expenditure of
time for physical activities. In fact, is it apparent that family and friends are not a
barrier to physical activity for these participants, and are also unlikely to motivate
them to be physically active.

4.4.3.iv

Influence of Family & Friends as a determinant of PA and Self-

selected activity category:

Respondents’ perception of how active they are does not appear to have a major
bearing on their decision to be regularly active and how it may impinge on the time
they spend with family and friends. The majority of respondents do not feel they
would get to spend less time with family and friends as a result of being regularly
active with respondents in the ‘active’ category mostly believing this factor is either
‘not important’ (33%) or ‘not at all important’ (39%), while respondents in the ‘non
active’ believe this to be either ‘not important’ (39%) or ‘not at all important’ (18%).
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Less than 6% of 'active’ respondents think it is ‘very important’ that they would get
to spend less time with family and friends as a result of being regularly active while
just 3% of ‘non-active’ respondents believe this to be the case.

4,4.3.V______ Influence of Family and Friends as a determinant of PA and Stage of
Change:

A further examination of perceived level of activity and influence of family and
friends on time spent being physically active shows that the respondents in the pre
contemplation stage (n=l) feels they would get to spend less time with family and
friends if they were physically active and consider this an important influence. In all
other stages the importance of this factor is off less importance with 20% of
respondents in the contemplation stage (n=10), 18% of respondents in the preparation
stage (n=28), and 23% of respondents in the maintenance stage (n=56) considering
the influence of family and friends as important. A large proportion of all other stages
do not consider spending less time with family and friends as important or at all
important.

Of those respondents not meeting recommended guidelines close to half (43%) of
respondents feel that it is ‘not at all important’ that they would get to spend less time
with family and friends if they were to exercise regularly, while 29% believe this to
be ‘important’. Over one quarter (29%) of respondents not meeting guidelines cannot
say if this factor influences their decision or not.
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Of those respondents meeting recommended guidelines 21% believe the influence of
family and friends on time spent being active is ‘not important’ and a further 38%
believe this influence is ‘not at all important’. There are respondents meeting
recommended guidelines who are unsure if spending less time with family and friends
influences their PA levels (18%) while 5% believe this influence is a very important
factor. Therefore, family and friends as an influence on exercise behaviour is of less
importance to respondents who are meeting recommended guidelines.

4.4.4

Time Constraints as a determinant of PA:

Few respondents believed that wasting time as a result of exercise was an ‘important’
(2%) or "very important’ (1%) issue for them. Although a small number were
‘undecided’ (7%), the majority of respondents did not feel they would be wasting time
as a result of regular exercise with 24% believing this would ‘not be important’ and a
further 67% of respondents believing wasting time as a result of regular physical
activity was ‘not at all important’, (see figure 23).
1 would feel that 1 was wasting time if 1 exercised regularly
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Figure 23

^ Not at all important

□ Un-decided

I I Not important

^ Important

I I

Very Important

142

4.4.4.i

Time Constraints as a determinant of PA by Gender:

91 % of both male and female respondents do not feel they would be wasting time by
being active. Male respondents (78%) feel more strongly than females (56%) that
wasting time would be ‘not at all important’. Similar amounts of males (7%) and
females (6%) are uncertain if time restraints are a determining factor. A minimal
percentage f males (2%) and females (4%) believe they would be wasting their time
by being physically active.

4.4.4.ii

Time Constraints as a determinant of PA and Age:

Time appears to be less important as a barrier to exercise as respondents increase in
age. Only those respondents aged 20 to 34 years (6%; n=2) feel time is an important
determining factor and that they would be wasting time if they exercised regularly, of
those respondents aged 35 to 49 years just 3% (n=l) feel time is ‘very important’ and
a further 3% (n=l) in age category 50 to 64 years feel it is ‘very important’ they
would be wasting time if they exercised regularly. Few respondents in each age
category are unsure whether they would be wasting time if they exercised regularly.
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4.4.4.iii

Time Constraints as a determinant of PA and Social Class:

The importance of time as a determining factor of regular PA appears to be
comparable across social class groups with a slight decrease between social class 1-2
and the other social class groups, (SC 1-2; 95%, SC3-4; 89%, SC5-7; 89%).
Respondents throughout the social classes predominantly feel they would not be
wasting their time by being regularly physically active.

4.4.4.iv

Time Constraints as a determinant of PA and Self-selected

Activity Category:

The majority of respondents in the ‘active’ category are certain that their time will not
be wasted as a result of being regularly physically active, (93%, n=64) with just 7% of
respondents uncertain of this. In the *non-active’ category most (87%, n=34)
respondents do not believe they would be wasting their time if they were physically
active, however some uncertainty remains with some respondents (7%, n=3) feeling
time would be wasted.

4.4.4.V

Time Constraints as a determinant of PA and Stage of Change:

Only respondents in the contemplation stage (20%, n=2) and in the preparation stage
(4%, n=l) believe it would be ‘very important’ that they would be wasting their time
by exercising regularly. Respondents in all other stages of change consider wasting
time by being regularly physically active is either ‘not important’ or ‘not at all
important’.
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The majority of respondents regardless of their self-selected activity category do not
feel they would be wasting their time if they were to exercise regularly. No
respondents in the ‘non-active’ category believe they would be wasting their time if
they were physically active. There appears to be some uncertainty in respondents who
are in the ‘active’ category with 7% (n=5) of respondents unsure if it is important and
3% (n=l) of respondents believing it is either ‘important ‘or ‘very important’.

4.4.5

Physical Determinants of PA:

A large proportion of respondents do not feel they would be sore and uncomfortable if
they exercised regularly (94%; n=101). Just 1% of respondents are uncertain if this
would be important in determining their PA levels and a further 6% (n=6) believe this
would be either ‘important’ or ‘very important’ in influencing their decision to
become physically active, (see figure 24).
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4.4.5.i

Physical Determinants of PA by Gender:

Results for males and females are comparable with both certain that being sore and
uncomfortable as a result of exercise is either ‘not important’ or ‘not at all important’.
Twice as many females belieye it is either ‘important’ (4%) or ‘yery important’ (4%)
than males. Just 2% of male respondents are uncertain if being sore as a result of
regular PA is important in determining their participation leyels.

4.4.5.ii

Physical Determinants of PA and Age:

Results for all age categories are similar and illustrate that being sore and
uncomfortable is not an important determining factor of regular PA for these
respondents. Importance of being sore decreases as age of respondents increase with
oyer 70% of respondents aged 50 to 64 years considering this factor ‘not at all
important’.

4.4.5.iii

Physical Determinants of PA and Social Class:

Although being sore and uncomfortable is ‘not important’ across all social class
categories the percentage of respondents who belieye this is ‘not at all important’
decreases from social class group 1-2 to social class group 5-7. There are respondents
in each social class group who belieye that being sore and uncomfortable is
‘important’ or ‘yery important’ but these are present in yery small numbers, (11%,
n=4)
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4.4.5.iv

Physical Determinants of PA and Self-selected Activity

Category:

A higher percentage of respondents in the ‘active’ category feel that being sore and
uncomfortable as a result of regular exercise is ‘not at all important’ as a determining
factor. A higher proportion of respondents in the ‘non-active’ category believe this
factor to be ‘not important’. Few respondents in each category consider feeling sore
and uncomfortable ‘important’ with just 3% of respondents in the ‘active’ category
uncertain if it is important, (see figure 25).
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4.4.5.V

Physical Determinants of PA and Stage of Change:

Only those respondents in the preparation (n=28) and maintenance stage (n=56)
believe being sore and uncomfortable is an ‘important’ or ‘very important’
determining factor of regular PA, (see figure 26).
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A higher proportion of respondents who are meeting guidelines (59%) believe that
being sore and uncomfortable is ‘not at all important’, in comparison to respondents
who are not meeting recommended guidelines (43% are of that opinion).
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Just 2% of respondents who are meeting guidelines are uncertain if this factor
determines their PA levels while 14% of respondent’s who are not meeting guidelines
are uncertain.

4.4.6

Social Influences as a Determinant of PA:

Respect from social contacts as a determining factor in regular PA is not of great
importance to the respondents of this study, with 40% (n=43) of respondents
considering this factor ‘not at all important’ and a further 32% (n=35) of respondents
considering this ‘not important’. Just 16% of respondents consider respect from others
gained through involvement in regular PA as either ‘important’ (12%; n=13)) or ‘very
important’ (6%; n=6), (see figure 27).

Social Influences as a determinant for the total sample

I Not at all important

Un-decided

I I

Important

Not important

I I

Very Important

Figure 27

149

4.4.6.i

Social Influences as a Determinant of PA by Gender:

Variances are evident in responses from males and females with a higher percentage
(52%; n=28) of females considering social influences ‘not at all important’ than males
(28%; n=15). Nonetheless, respect from social interactions is not of great importance
to males with one third not considering this factor important with similar counts for
females. A higher proportion of males (17%; n=9) are uncertain of the influence of
this factor on their participation levels than females (4%; n=2). A larger proportion of
males consider social respect either ‘important’ or ‘very important’, (see figure 28),
with this being most important for the middle age group 35-49 yrs (28%; n=5) and
least important for the older male group (17%; n=3).

Social Influences: Male & Female
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4.4.6.ii

Social Influences as a Determinant of PA and Age:

A significant proportion of all age groups do not consider respect from others
important or very important. A small proportion of respondents in each age category
are uncertain of this influence and similar proportions of each group consider social
influences important or very important. The greatest proportion of respondents who
do consider social influences at all important are those in 50 to 64 years category'
(50% are of this opinion).

4.4.6.iii

Social Influences as a Determinant of PA and Social Class:

Fewer respondents in social class 5-7 consider social respect unimportant than the
other social class groups (SC 1-2; 69%, SC3-4; 83%, SC5-7; 64%). Furthermore, more
respondents in that group are uncertain of its importance, (SCl-2; 6%, SC3-4; 11%,
SC5-7; 14%) with higher proportions of social class 1-2 considering this factor
important, (SC 1-2; 25%, SC3-4; 6%, SC 5-7; 13%)

4.4.6.iv

Social Influences as a Determinant of PA and Self-selected

Activity Category:

Respondents in both activity categories have similar opinions regarding social respect
as a result of participation in regular PA, with significant proportions of each category
considering this either ‘not important’ or ‘not at all important’.
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Respondents who are not meeting guidelines consider social respect as a product of
adherence to regular PA more important (43%; n=3) compared to 24% (n=16) of
respondents who are meeting guidelines. A high proportion of each group do not feel
this influence is important (not meeting guidelines; 57%, meeting guidelines; 73%).

4.5

Knowledge of Physical Activity Recommendations and Benefits of Regular

PA:

The study aimed to identify respondents’ knowledge with regard to current
recommended PA guidelines and they were asked to either agree or disagree with five
statements.

4.5.1

Knowledge of Statement 1:

Almost one third of respondents did not believe that taking the stairs or generally
being active for at least 30 minutes most days was enough to improve health, (see
Table 2). There was little significant difference between male and female responses.
Age differences did occur, with a greater proportion of respondents (48%) aged 35 to
49 years disagreeing that taking the stairs or generally being active is sufficient to
improve health, responses from respondents aged 20 to 34 years and those aged 50 to
64 years were similar with approximately one quarter of respondents in these age
groups disagreeing with the statement, (see figure 29).
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Taking the stairs or generally being active for at least 30 minutes is
enough to improve health by Age:

20-34 yrs

35-49 yrs
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50 - 64yrs

■ Disagree

Figure 29

Minimal differences were present across all social classes with significant proportions
in each category agreeing with the statement, with approximately one third of
respondents in each age group considering taking the stairs or generally being more
active insufficient to improve health.

Results were comparable for respondents across the stages of change (with the
exception of pre-contemplation). Close to one third of respondents in each Stage of
Change did not agree with this statement with the exception of the respondent in the
pre-contemplation stage who agreed with this statement.

A higher proportion of respondents not meeting guidelines (43%) do not agree that
taking the stairs or generally being active for at least 30 minutes is enough to improve
health, while 31% of respondents who are meeting guidelines believe this to be the
case.
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4.5.2

Knowledge of Statement 2:

The greater part of the sample believes 30 minutes of brisk walking most days in
enough to improve health, (see Table 11). Insignificant variances were present for
both sexes with the majority considering this statement to be true.

All respondents aged 50 to 64 years believe that 30 minutes of brisk walking most
days is enough to improve health, while a significant proportions of other age
categories are of this opinion, (20-34 yrs; 92%, 35-49 yrs; 83%).

Furthermore, all respondent in social class 1-2 believe that 30 minutes of brisk
walking most days is sufficient to improve health, while significant proportions of
social class 3-4 (89%; n=32) and 5-7 (86%, n=31) believe that 30 minutes brisk
walking most days is sufficient to improve health.

The respondents in the pre-contemplation stage does not believe that 30 minutes of
brisk walking most days of the week is sufficient to improve health, however, the
majority of respondents in all other stages of change believe that this amount of
exercise is adequate to confer health benefits, with no more than 10% of respondents
in each stage of change considering this statement to be false. Of those respondents
who are meeting recommended guidelines just 9% do not believe that 30 minutes of
brisk walking most days is enough to improve health, all respondents who are not
meeting recommended guidelines believe this amount of activity is sufficient to
improve health.
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4.5.3

Knowledge of Statement 3:

This statement was the statement that respondents were most likely to answer
incorrectly. Although over half of the respondents (58%, n=62) believe that it is
essential to do vigorous exercise for at least 20 minutes, 3 times per week, there is still
a large proportion 43% (n=46) of respondents who do not agree with this statement.
Cleary there is significant confusion among the population as to what exactly the
recommended physical activity guidelines are, (see Table 11).

A greater proportion of males are aware that it is not necessary to do vigorous
exercise in order to confer health benefits than females. Nonetheless, a significant
proportion of males believe vigorous exercise is essential to health (52%; n=28).

Respondents aged 50 to 64 years of age are more aware that it is not necessary to do
vigorous exercise in order to improve health. Nonetheless respondents in this age
category appear to have almost a 50% chance of either agreeing or disagreeing with
this statement. Respondents in younger age categories have a much higher chance of
thinking it is necessary to do vigorous exercise in order to improve health than
respondents who are in the older age category, with close to two thirds of respondents
aged 20 to 34 years (64%, n=23) and 35 to 49(61%; n=22) years agreeing with this
statement, (see figure 30).
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Knowledge of Statement 3; all age groups
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Figure 30

Results for all social classes are comparable. Over half of respondents in each social
class group believe it is necessary to carry out vigorous exercise in order to improve
health.

There are significant differences between stages of change, with regard to this
statement. Respondents in both the contemplation stage (n=10) and the action stage
(n==13) exhibit a greater chance of believing it is necessary to carry out vigorous
exercise in order to improve health. A lower but at the same time a high proportion of
respondents in the preparation stage (n=28) and the maintenance stage (n=56) believe
it is necessary to be regularly vigorously active, (see figure 31).
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Knowledge of Statement 3 & Stages of Change
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Figure 31

A greater proportion of respondents (72%) not meeting recommended guidelines
believe that it is necessary to do vigorous exercise in order to improve health, than
respondents who are meeting guidelines (56%).

4.5,4

Knowledge of Statement 4:

This statement identifies if respondents are aware that exercise can be accumulated
over the course of a day to confer health benefits. Over two thirds of respondents are
aware that if exercise of the same intensity is done in either one block of time or
accumulated over the course of a day they have the same health benefits, (see Table
11). Variances in female and male responses are insignificant with results being
almost identical.
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The greatest variance in age responses occurs in the 20 to 34 age group, where
respondents exhibit close to an equal chance of considering this statement true or
false. Less than 20% of the other age categories do not believe accumulation of
exercise is sufficient for health, (see figure 32).

Social class responses are comparable, with approximately one quarter of all
respondents in each social class group considering accumulation of exercise
inadequate.
Knowledge of Statement 4 & age groups
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Figure 32

Results for stages of change are also analogous, with the exception of the pre
contemplation stage (n=l), approximately one quarter of all respondents in each stage
agree that accumulating exercise in blocks of ten minutes is adequate for health
benefits.
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In addition, both respondents who are meeting guidelines and respondents who are
not meeting guidelines exhibit similar knowledge in terms of accumulation of
exercise; close to over 70% (not meeting guidelines; n==7, meeting guidelines; n=78)
of whom believe it is acceptable to accumulate exercise in blocks of minutes.

4.5.5

Knowledge of Statement 5:

Responses to this statement identify respondents’ knowledge with regard to intensity
of exercise. Close to 90% of all respondents are aware that moderate intensity
exercise is sufficient to improve health, (see Table 11).

Results for both sexes are comparable with a slightly higher chance that males (91%)
will consider moderate intensity exercise sufficient to improve health than females,
(87%).

Similarly, age category responses and social class responses are comparable with well
over 80% of respondents in each age group and social class category regarding
moderate intensity exercise sufficient to improve health.

The greatest proportion of respondents who do not believe moderate intensity exercise
is sufficient are in the contemplation stage of change (n=10), (see figure 33).
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All respondents who are not meeting recommended guidelines believe that moderate
intensity exercise is sufficient to improve health, a small proportion of respondents
who are meeting recommended guidelines (12%) do not believe moderate exercise is
adequate, (see figure 34).
Moderate exercise that increases your heart rate slightly can improve
your health by Stage of Change:
Pre-contemplation

100

Contemplation

J

Action

BB Agree

□ Disagree

Figure 33
Moderate exercise that increases your heart rate slightly can
improve your health

Not meeting guidelines

Meeting guidelines

Figure 34
□

Agree

□

Disagree
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Table 11;
Knowledge of Physical Activity Statements:

STATEMENT

AGREE

DISAGREE

69%

31%

30 minutes of brisk walking most days in enough to improve health *

92%

8%

To improve health it is essential to do vigorous exercise for at least 20

57%

47%

77%

23%

KNOWLEDGE OF PA RECOMMENDATIONS

1
Taking the stairs or generally being active for at least 30 minutes per day
is enough to improve health *
2

3

minutes, 3 times per week #
4
Exercise doesn’t have to be done all at once, blocks of ten minutes are
ok *
...... .....

-

5
Moderate exercise that increases your heart rate slightly can improve

89%

11%

your health
true

4.6

#false

Use of facilities available for PA and recreational use in Mallow town:

The final question ascertained the respondents’ use of facilities physical activity, sport
and recreation in Mallow town. A small percentage of the respondents did not use the
facilities listed (5%), however, these respondents cited use of horse riding facilities in
the town, the Mercy Center for aerobics/calanetics, the River Blackwater for fishing
and canoeing. Curves fitness centre in Mallow, use of gym equipment at home and the
use of leisure facilities in Cork city.
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A high proportion of the remaining respondents use the walkways in Mallow, close to
half of the respondents use the swimming pool, just 16% of respondents use the
private leisure centre and the least used facility by respondents is the youth centre,
(this would not be unexpected as the respondents in this study are adults), (see figure
35).

% Usage of PA & recreational facilities in Mallow

^ Swimming pool

□ Golf course

□ Soccer, rugby, GAA pitches

B Hotel Leisure centre

I I

^ Walk ways

Youth centre (basketball, badminton, handball, indoor soccer, etc

^ Pitch & Putt course

(5% of total respondents do not use any of the above facilities)

Figure 35

There are significant differences between male and female usage of the recreational
and PA facilities in Mallow. A higher proportion of females (93%) use the walkways
than males (68%).
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Similar proportions of males and females use the swimming pool, however, a higher
proportion of males use all other listed facilities in Mallow town including the private
leisure centre, the golf course, and the pitch and putt course. In fact none of the
female respondents use the G.A.A., soccer or rugby pitches and very few use the
youth centre, (see table 12).

Table 12:
Use of PA and recreational facilities in Mallow town

PA & Recreational Facilities Used

Male

Female

Do not use the listed facilities

4%

6%

Swimming Pool

39%

52%

Soccer, rugby, G.A.A. pitches

20%

0%

Youth centre (basketball, badminton, indoor soccer, handball, etc)

13%

2%

Pitch & Putt Course

17%

2%

Golf Course

24%

9%

Hotel Leisure Center

20%

9%

Walkways

65%

87%

The highest proportion of use of walkways is in those aged 50 to 65 yrs (90%; n=32).
Use of walkways is lesser in those aged 20-34 yrs (64%, n=23) and 35-49 (75%, n=27) yrs but is still significantly high, (see figure 36).
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What facilities do you use in Mallow town? By Age:

90%

88.9

80

75

70

63.9

60
52.8

50
40
30
20
10
0

Don't use any

__ Pitch & Putt course

Sw imming pool

B Golf course

Soccer, rugby, GAA pitches

B Hotel Leisure centre

Youth centre (basketball, badminton, handball, indoor soccer, etc

Walkways

Similar proportions of all age groups use the sports pitches. Use of the youth centre is
low with no respondents aged 35-49 yrs using this facility. Close to thirty percent of
respondents aged 20-34 yrs and 50-64 yrs use the swimming with the highest
proportion of use by those aged 35-49 yrs (53%, n=19). The younger respondents use
the private leisure centre (28%, n=10) more than those in the 35-49 yr group (6%,
n=2) and the 50-64 yr group (11%, n=4). Those aged 35-49 yrs are more likely to use
the golf course (28%, n=10) than those aged 20-34 yrs (8%, n=3) and 49-64 yrs (14%,
n=5)
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A high proportion of each social class group makes use of the walkways for PA and
recreational use, with the greatest users being in social class 3-4 (83%; n=30).
Comparable proportions use the hotel leisure centre; surprisingly the highest
percentage users are in social class 5-7 (17%, n=6). Furthermore, respondents in this
social class (11%; n=4) use the youth centre more than those in social class 1-2 (6%;
n= 2) and social class 3-4 (6%; n=2). Those in social class 3-4 (17%; n=6) use the
sports pitches marginally more than social class 1-2 (8%; n=3) and social class 5-7
(6%, n=2). Comparable proportions of each social class use the pitch and putt, and
golf courses . Close to half of those in social class 1-2 (45%; n=16) and 3-4 (48%;
n=17) use the swimming pool, with 20% (n=7) of respondents in social class 5-7
using this facility.

There is little difference between usage of PA and recreational facilities between
‘active’ and ‘non-active’ respondents.

Over 70% of respondents in each stage of

change (with the exception of pre-contemplation) use the walkways in Mallow, and
over 30% of each stage use the swimming pool. The soccer, rugby, G.A.A. pitches are
not used by respondents in the ‘pre-contemplation’, ‘contemplation’ or ‘action’
stages, with the greatest users of this facility in the ‘maintenance’ stage.

The greatest users of the private leisure centre are those respondents in the ‘action’
stage (39%), and the greatest users of the golf course are in the ‘preparation’ stage
(25%), furthermore the only facilities used by respondents in the contemplation stage
are the swimming pool, the walkways and the pitch and putt course. Those
respondents who use the youth centre the most are in the ‘action’ stage of change.
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Chapter 5

Discussion & Recommendations

5.

Discussion & Recommendations

5.1

Overview:

This chapter discusses the results presented in the previous chapter. It attempts to
identify comparisons between the data collected from this research study and other
recent Irish studies, in particular the Health and Lifestyle Studies (SLAN, Higher
Education Centre for Health Promotion Studies, 1999 & 2001), and the report by the
Economic and Social Research Institute on sports participation and health among Irish
adults (ESRI, 2004). Furthermore, this chapter will address the main aims and
objectives of this study as set out in the introduction. Implications for future physical
activity policy, promotion of physical activity in the town of Mallow, and suggestions
for future research in the area of measuring PA levels and Stage of Change at local
and national level will also be discussed.

5.2

Comparisons with other Irish Studies:

This study utilised multivariate analysis to identify the current physical activity levels
of the adult inhabitants of Mallow Urban District (Urban South & Urban North), and
establish respondents’ Stage of Change with regard to physical activity behaviour
(Prochaska & DiClemente, 1984). The study also identified the proportion of the
population who recalled physical activity that was sufficient to confer health benefits
(ACSM, 2001).
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This study’s sample size is comparatively small (n=108) with regard to other Irish
studies. Both SLAN 1999(n=10,515) and SLAN 2001(n=l 1,211), and the ESRI
Report on Sports Participation and Health among Irish adults (n= 3,080) were national
surveys with a significantly larger scope than this study. Due to differences in
measurement of PA, scope, the research methodology and the presentation of results
comparisons between Irish studies and this research study are made with caution.
Furthermore, due to the limited sample size generalisations from the results of this
study are difficult to make.

Past research in the area of measuring physical activity participation levels in Ireland
(ESRI, 2004, Higher Education Centre for Health Promotion Studies, 1999 & 2001)
have found almost one quarter of respondents to be completely sedentary at leisure.
However, data obtained through this research shows high levels of physical activity
participation among its respondents, (94%; n=101). This figure represents a
computation of both leisure time physical activity (LTPA) and work based physical
activity (WBPA). When considering our society has seen a marked reduction in work
based physical activity (PA), leisure time available for PA and physical demand of
household chores due to increased automation and changes in modern living (Leon,
1997, Bouchard el al 1993), it would have been expected to find a larger proportion of
respondents of this study not meeting recommended guidelines. It was certainly
unexpected to find such high levels of recalled occupational leisure, such that 59% of
respondents (n=64), were meeting recommended guidelines of the ACSM.
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The ESRI report (2004) on sports participation and health among adults in Ireland
does not take into account any physical activity arising from work related duties or
transport. Similarly, the SLAN surveys did not seek a recall of actual time spent being
physically active as a result of occupational tasks or transport, rather the survey
sought information on time spent being sedentary at work.

For the purposes of comparison, work based physical activity may be eliminated from
the total recalled physical activity computation, thereby making comparisons between
the results obtained from this study and those of the ESRI report (2004) and SEAN
(1999, 2001) more possible. The ESRI found that 22% of its respondents are
completely sedentary at leisure, while the SEAN surveys found a similar percentage
(22%; 2001 and 25%; 1999). This research study found a comparable proportion of its
respondents (24%) recalled leisure time physical activity levels that were below the
current recommended amount (ACSM, 2000). However, comparisons beyond this are
difficult to make as both (ESRI and SEAN) studies present their data in a manner that
does not allow for obvious associations to be made. The ESRI reported that 77% of its
respondents took part in some form of physical activity in the previous twelve
months, and the most recent SEAN study found that 51 % of its respondents took part
in some form of physical activity on three or more days of the week. However, these
figures do not represent the percentage of respondents meeting current recommended
guidelines, (an accumulation of at least 30 minutes of moderate physical activity over
five days or more (ACSM, 2000)), as mild exercise and single bouts of exercise are
included in the ESRI and SEAN statistics.
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This study measured physical activity of moderate intensity only. Therefore although
a similar proportion of respondents in this study (74%) recalled leisure time physical
activity above the current recommended guidelines (ESRI; 77% recalled some form
of PA over past twelve months), results are not directly comparable as this percentage
represents physical activity carried out regularly by respondents of this study in the
past six months, and the ESRI figure includes single bouts of physical activity in the
previous twelve months.

Nonetheless similar to this study the ESRI and SEAN reports found higher
participation levels amongst males, and found an overall reduction in participation
levels as age increases, although in this study the pattern does not show a strong
inverse relationship towards inactivity with increased age, as would have been
expected (Bouchard et al, 1993, U.S. Department of Health, 1996, Buckworth &
Dishman, 2003) a decline in PA rates is nonetheless observed.

Overall participation levels amongst the social class groups are comparable in this
study, this trend was also observed in the ESRI (2004) report with participation levels
differing only slightly. The SEAN reports (1999, 2001) however, found a strong
inverse relationship between physical inactivity and lower educational attainment.
Activity levels across all social class groups in this study were consistently high, with
a slight decrease in activity levels in social class 3-4, where it would have been
expected to find this decrease continued with social class 5-7. In fact, participation
levels of both social class 1-2 and 5-7 are identical (94%, n=50 and n=51
respectively).
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Similar to the current study (76%) the ESRI report (69%) found that walking was the
most common method of physical activity of respondents. The SLAN surveys did not
request respondents to recount their method of physical activity. Neither the ESRI
report nor the SEAN surveys sought information regarding respondents’ perceived
level of activity. Rather these studies requested respondents to self assess their
perceived health status. The current study did not attempt to measure respondents’
perceived health status.

Although the research tool utilised in the current study was adapted from the Scottish
Physical Activity Questionnaire (Lowther et al, 1999), the data in the development of
SPAQ as a tool for use in physical activity interventions was not presented in an
identical manner to this study. SPAQ was primarily developed to observe changes in
total recalled physical activity and stages of change as a result of physical activity
interventions over time, and did not observe variances among age, gender, or social
class. Notwithstanding this, stages of change and total physical activity levels may be
compared.

Similar to the initial finding of SPAQ the current study established a significant
proportion of respondents self-placed themselves in the maintenance stage of change,
while the least amount of respondents were self-placed in the pre-contemplation stage
(n=l). Furthermore, a significant number of respondents in both studies (SPAQ mean
of 588 minutes total PA) recalled sufficient physical activity to meet recommended
guidelines.
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Notwithstanding the issued relating to the measurement of WBPA reported by
Lowther et al (1999) in the development of the SPAQ, the researcher felt for this
study work based physical activity should be included in order to attempt to obtain a
complete view of respondents’ total physical activity levels.

As similar amounts of physical inactivity were found in this study (when work based
PA is eliminated), to that of the ESRl report and SLAn study, one could hypothesise
had the ESRI and SLAN surveys measured occupational PA in addition to leisure
time PA then comparably higher physical activity participation levels may have been
found. Therefore, it could be suggested that physical activity levels presented in the
ESRI report and SLAN surveys are underestimated. Indeed it could be suggested that
excluding physical activity that arises from work related tasks and transport is to
exclude the largest proportion of time spent per day at any one task by most full time
employed individuals, thereby producing incomplete results. To test this hypothesis a
study, which attempts to design a standard tool to measure both leisure time physical
activity and work based physical activity, is necessary. Indeed, there is an apparent
necessity to refine the measurement of recalled work based physical activity due to
the limitations of its use (Lowther et al, 1999, ESRI, 2004, Shepard, 2003), and to
allow for significant improvements in measurement of total physical activity levels
(ibid, Bouchard et al, 1993, Buckworth & Dishman, 2004, Thomas & Nelson, 1996).
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5.3

Discussion of Results;

In addressing the first researeh question the data collated was unexpected. As
previously discussed a high proportion of respondents recalled physical activity that
was sufficient to improve health (ACSM, 2001). Furthermore, a significant proportion
of respondents recalled both leisure time physical activity and work based physical
activity that meets current recommended guidelines. These results are not
comparative with past studies.

However, comparative trends are somewhat obvious with regard to the pre-selected
strata of this study. Male respondents were more physically active than females, and
physical activity participation decreased as age increased. Furthermore, although a
strong inverse relationship between physical activity and lower educational attainment
was not shown, and participation levels were relatively comparable across all social
class groups a decrease was present in activity levels between social class 1-2 and 3-4.
Therefore, it would be suggested that initial physical activity initiatives in Mallow be
provided for adult females, males aged 50 years and over, and adults of all ages from
socially disadvantaged areas, in particular social housing areas which account for 20%
of all housing in Mallow (Mallow Area Implementation Plan, 2003).

In addressing the second research question, the researcher attempted to identify the
non-exercising respondents readiness to change their behaviour, by cross tabulating
self-selected activity category with total recalled physical activity.
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This produced one of the most striking findings of this study, in that there was an
extremely poor correlation between recalled physical activity levels and self-placing
in the stages of change model (perceived level of activity), (Prochaska & DiClemente,
1984). According to the data presented in this study, if a respondent is not physically
active they are as likely to think they are active as non-active. While the non
exercising respondents accounted for a small proportion of the sample (6%; n=7), this
trend was comparable with the active respondents, such that if a respondent was
physically active as per recommended guidelines they had over one third of a chance
(36%,) of thinking they were not active. With a significantly high proportion (94%,
n=101) of respondents recalling physical activity sufficient to meet current
recommended guidelines it would be expected that similarly significant proportions
would correctly place themselves in the ‘active’ categories within the stages of change
model (action and maintenance stages).

Female respondents were more likely to select the correct activity category than
males, however, female respondents who were not physically active still had close to
a 50% chance of incorrectly choosing the active category. Male respondents who did
not recall sufficient physical activity to confer health benefits displayed no ability of
correctly place themselves in the non-active category.

The youngest respondents had the poorest chance of correctly choosing the
corresponding activity category with recalled levels of physical activity, and
surprisingly the least active age group (50-64 yrs) had the greatest chance of correctly
choosing their activity category, according to research it is the least active who are
less likely to have good knowledge regarding PA (Marcus & Forsyth, 2003).
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This poor correlation between self placement in the SOC model and recalled PA was
consistent for all social class groups with the exception of the respondent in social
class 5-7 (n=l) who chose pre-contemplation. There is strong evidence to suggest that
individuals in the lower social class groupings with lower educational attainment tend
to exhibit weaker or lower knowledge in terms of physical activity than individuals in
higher social class groupings (Bouchard et al, 1993, The Kilkenny Health Project,
1992, Tovey & Share, 2003). However, as only one respondent in the sample selected
this stage results are not statistically significant and one could not assume to
generalise for the entire population based on one respondent.

As it is not possible to verify the truthfulness of participants’ responses a cross
tabulation of responses for both measures (recalled PA and SOC) partly verifies this
process. It would be reasonable to assume that either a vast majority of respondents
were dishonest in their recall of physical activity levels or many individuals are
completely unaware of their activity levels and the sufficiency of these levels in
meeting recommended guidelines. This is supported by the data presented in this
study. According to the results if an individual is not physically active as per
recommended guidelines they are as likely to perceive they are active as inactive
(close to 50% chance of occurrence). Furthermore, if an individual is meeting the
recommended guidelines they have over one third of a chance of thinking they are not
active.
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The poor correlation between recalled physical activity levels and perceived level of
activity highlights the disparity between what individuals define as regular physical
activity, not omitting the possibility that respondents may have answered in a socially
acceptable manner or have exaggerated what they know to be the truth (Denscombe,
2002, Thomas & Nelson, 1996).

This process of cross-tabulation serves to internally validate the tool, however, the
questionnaire failed this test of validity. It may be suggested that concurrent use of the
tool by respondents may have served to internally validate the tool, as was the case in
the development of the Scottish Physical Activity Questionnaire (Lowther et al,
1999). However, this was beyond the scope of this study.

In addressing the aims and objectives of the study the researcher identified the
respondents’ knowledge of the benefits of physical activity and the factors that serve
as barriers and motivators to regular physical activity and factors that serve to
motivate respondents to be physically active.

The data presented suggests that many respondents identified few barriers to regular
physical activity; this may be partly due to the fact that a high number of respondents
reported being regularly physically active. Most respondents did not consider that
influence of family and friends; social networks, feeling sore and uncomfortable, and
time restraints were important determining factors of their physical activity behaviour.

175

Nonetheless, over one quarter of respondents feel they would get to spend less time
with family and friends as a result of being regularly active. The ESRI report (2004)
on sports participation and health among adults in Ireland found that the main reasons
respondents did not take part in sport or physical activity was due to lack of interest,
willingness or time.

Interestingly it is only respondents who self-selected the ‘non-active’ category who
are undecided if associated health benefits are a determining factor in becoming
physically active. Indeed their knowledge of the associated health benefits was poor,
with less than half (43%) thinking that taking the stairs or generally being active is
enough to improve health. Also those respondents in the non-active stages of change
displaying a greater chance of thinking it is necessary to carry out vigorous exercise to
confer health benefits. This lack of knowledge supports the theory of the stages of
change that those in the pre-contemplation and contemplation stages have less
knowledge of the associate effects of the behaviour change (Prochaska &
DiClemente, 1984). However, as a high proportion of the non-exercising respondents
recalled sufficient physical activity levels to confer health, the data does not support
the theory that all those in the non-active stages have made no efforts to change the
behaviour. Furthermore, knowledge of the non-active respondents was correct with
regard to the cumulative effect of regular physical activity with all respondents not
meeting guidelines believing moderate exercise accumulated over the course of the
day is sufficient to improve health.
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This study established that associated health benefits of regular physical activity in
addition to, self-efficacy and self-confidence were the most important motivating
factors for a significant proportion of the sample. As research suggests there is a
positive link between individual’s physical activity levels and their self-confidence
and self-efficacy (Buckworth & Dishman, 2002), and due to the high recalled physical
activity levels of respondents in this study it is no surprise that feeling better about
oneself emerges as an important influencing factor.

The study’s respondents’ knowledge of physical activity guidelines for the most part
was relatively accurate. However, similar to the results of the Active Australia
(Armstrong et al, 2000) study over half of the respondents (57%) believed it was
essential to do vigorous exercise in order to improve health. This would suggest that
public awareness campaigns have not been successful in improving health related
knowledge. This supports the notion that PA/health messages must be tangible.
Messages should contain a clear message that it is not necessary to do vigorous
exercise. In addition in order to experience health gain messages should encourage
individuals to use stairs and to accumulate exercise over the course of the day doing
day-to-day activities. This is supported by the weak knowledge of the benefits of this
form activity, with over one quarter of respondents not believing taking the stairs or
generally being active was sufficient to improve health. Communicating knowledge
of the benefits of physical activity in promotion campaigns does not infer physical
activity participation, as has been seen in the failure of the Irish population to meet
Department of Health and Children’s set physical activity goals. Indeed knowledge is
known to be a poor and inconsistent determinant of physical activity participation
(ACSM, 2000, Bouchard et al, 1993, Buckworth & Dishman, 2003).
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The data in this study supports this, with all respondents not meeting recommended
guidelines correctly identifying the recommended PA guidelines, (thirty minutes of
accumulated exercise is enough to improve health). Notwithstanding this, access to
information is still necessary in order to make an informed decision regarding
physical activity behaviour (Prochaska & DiClemente, 1984, Buckworth & Dishman,
2003, Marcus & Forsyth, 2003). Indeed, as an individual moves through the Stage of
Change model, knowledge of the expected benefits of physical activity may be crucial
if an individual is to remain habitually active (McAuley et al, 2001, Marcus &
Forsyth, 2003).

Notwithstanding the above, in order for physical activity to become habitual it is
necessary to have access to trained professionals, ongoing support, information, and
facilities that are safe and well maintained, and other factors that are conducive to a
healthy lifestyle (Prochaska & DiClemente, 1984, Marcus & Forsyth, 2003,
Buckworth & Dishman, 2004). Such factors may include equal access to education,
transport, financial resources, healthy eating information, smoke free environments
and community facilities. Although, physical activity patterns were comparable
among the social class groups a decline in participation levels was nonetheless
observed. Therefore, it would be suggested that initial physical activity initiatives in
the town be provided for the more disadvantaged inhabitants.
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With regard to respondents’ knowledge of the associated effects of regular physical
activity it is apparent that there has been a breakdown in the communication of
physical activity messages of recent health promotion strategies to the public (Higher
Education Centre for Health Promotion Studies, 1999, 2001) as physical activity goals
of recent health promotion strategies have not been successful communicated
(Department of Health & Children, 1994 & 1994, Higher Education Centre for Health
Promotion Studies, 1999, 2001).

Present and past physical activity promotion

messages have assumed that individuals know how to be physically active or know
how to become physically active. These campaigns have not been successful partly
due to the lack of clarity in the message with regard to frequency, duration, intensity
and type. Furthermore, national health promotion policies have not been successful.
Positive effects, which have resulted from PA campaigns, have been small and short
lived (ESRI, 2004). Although health promotion is an official concern for the
government no efforts to implement the current health promotion policy have been
made, questioning the governments commitment to this policy.

Public campaigns have appeared to do little to alter public perception of physical
activity and its associated health benefits. Hyde et al (2004) suggest that community
based strategies are more likely to be effective than vast campaigns aimed at the entire
population. Indeed the Active Australia campaigns (Armstrong et al 1997 & 2000)
found no increase in recall of the physical activity message of its national campaign
between the years 1997 and 2000, reinforcing the notion that national campaigns
aimed at a vast population do not work independently.
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This study also established respondents’ use of faeilities available for community
recreational and physical activity use. As previously mentioned walking (76%) was
by far the most popular activity of the respondents, it is the most accessible type of
activity to all social groups and its costs are minimal. The swimming pool (37%),
which operates on a pay-as-you-go basis was the second most popular facility. As
discussed in the introduction there is a perceived lack of provision of facilities for
recreational use in Mallow town. The urban district council does not include any
provision for funding for development of community facilities for recreational use in
its development plan. However, there is no public access leisure centre, and the safety
of local walkways along the river and after dark is questionable. Although provision
for the development of the town park is included in the development plan for the town
it is not likely to go ahead due to the frequent and regular flooding nature of the river
Blackwater which flows along side the park (Mallow Urban District Council, 2004).

Notwithstanding the Mallow UDC’s stated belief that Mallow is well provisioned in
terms of access to physical activity services and facilities, an audit of facilities and
services in the town highlight the apparent need for greater provision for the
development in the town. Provision for improvements of the walkways and cycle
paths are beneficial for the town, however, this appears in the development of
infrastructure and local amenities. The youth centre, which is primarily available for
community youth use is also available for adult usage, is in need of urgent
refurbishment. Of the clubs and associations in the town, that the council refers to as
a sufficient provision of recreational facilities, all require a joining fee, and most
require specialist equipment enjoining.
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Indeed, the social accessibility of these clubs and associations is questionable. It is
therefore recommended that the Mallow Urban District Council’s view that the town
is well catered for in terms of facilities and funding is unsupported. It would be
suggested that as the urban district council preside over the development of the town,
they should undertake an exhaustive inventory of physical activity facilities and
services in terms of inclusive access for all social groups, to highlight the disparity
between what they suggest is available in the town and what exists in actuality.

In addition, developing links with local community groups including the R.A.P.I.D.
programme, the Avondhu Development group. Community Action groups and
regional health authorities may serve to increase the pool of funding available for
provision for PA in the town. Consultation with the community on how best to
allocate increased funding available as a result of the inclusion of Mallow in the
R.A.P.I.D. programme, the National Development Plan and the National Spatial Plan
will aid in the planning of spending in the best interests of the community.

There is no physical activity intervention aimed at the adult population currently. As
individuals pass through the formal education system accessing them in terms of PA
interventions becomes difficult, but increasingly necessary as there is a strong inverse
relationship between ageing and physical inactivity, (Bouchard et al, 1993, U.S.
Department of Health, 1996, ESRI, 2004, SLAN, 1999, 2001). Although a strong
inverse relationship towards inactivity with increased age was not observed in this
study, a steady decline was nonetheless observed.
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5.4

Recommendations:

The following suggested recommendations have been informed by the data presented
in the current study and by an extensive review of literature regarding PA promotion,
in particular Irish health promotion policy and recent public campaigns.

Due to the breakdown in the physical activity message of recent national physical
activity promotion campaigns, it would be suggested that local groups including
community action groups and health authorities ought to support physical activity
campaigns, in order to provide access to information and trained professionals in the
area of physical activity at times of national campaigns. Indeed involvement of local
groups in national campaigns may increase local knowledge of available resources,
facilities and personnel. A practical method to increasing local knowledge may be to
produce a complimentary (to a national campaign) leaflet or information booklet
listing names, telephone numbers, facilities available for community recreational use,
maps of local safe walkways and cycle paths.

As there is currently no physical activity initiative aimed at the adult population of
Mallow it is recommended that initiatives be aimed towards females of all ages, males
over 50 years, and individuals of lower social economic status. Past research has
shown that females are less active than males (ESRI, 2004, Higher Education Centre
for Health Promotion Studies, 1999, 2001, Bouchard et al, 1993, U.S. Department of
Health, 1996), the data presented in the study support this trend. Therefore, it is
recommended that an initiative specifically targeted towards females in Mallow be
carried out.
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As a significant proportion of females walk as their preferred ehoice of physical
activity (87%), it would be suggested that an initiative might take the form of a
walking campaign, in conjunction with a swimming initiative, as 52% of females use
the local pool. Considerations for the walking eampaigns should include safety of
walking after dark, along the riverbank during winter months, and weather eonditions.
It is likely that a walking initiative would attraet many women, as there is increased
security when walking with a group, the pathways around the town are in good
eondition and there is provision for the continued improvement of these (Mallow
UDC, 2004). As the river floods its banks regularly during the winter months, a
summer walking eampaign along the riverbank is recommended. A walking element
may also be ineluded in an initiative aimed at individuals from more disadvantaged
areas, as walking is accessible and has little associated costs. Furthermore, successful
walking programmes have been implemented by the Southern Health Board and the
Irish Heart Foundation (Sli na Slainte).

Although the swimming pool holds regular swimming lessons and a summer session
of water safety elasses, it is be suggested that these are not accessible to all.
Therefore, it may be suggested that a reduction in the price of lessons and eost of pool
hire be reduced for any physical activity initiatives aimed at females, males over 50
years and individuals from disadvantaged areas.

Males tend to become less physically active as they age, (ESRI, 2004, Higher
Edueation Centre for Health Promotion Studies, 1999, 2001, Bouchard et al, 1993,
U.S. Department of Health, 1996), this was also supported in this research study.
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The preferred physical activities of males in Mallow were walking (65%), swimming
(39%), and the dominant sports (20%). As males are more likely to opt for
competitive based sports (ESRI, 2004) it would be suggested that an initiative that
would include the dominant sports be aimed at males over 50 years in the town. The
youth centre is used for indoor soccer and it is suggested an initiative to include
weekly access to hours in the youth centre for indoor soccer, and an indoor soccer
league be aimed at males in this age group.

Furthermore, as males chose the pathways and swimming pool as most popular forms
of physical activity, this suggests that these facilities are most accessible to males in
the town. Therefore, walking and swimming should be included in the initiative.
Again, a reduction in the price of swimming lessons and swimming sessions is
suggested.

Accessibility to all sports clubs and forms of physical activity in Mallow is an issue
for individuals of disadvantage. It is suggested that an initiative provided in social
settings such as social housing community centres be provided. The programme could
be provided at various times during the day. For instance, during the day for stay at
home parents or unemployed individuals, and in the evening for employed
individuals. The youth centre may also be made available for such an initiative.
However, as the youth centre is located in the centre of the town and most social
housing is at least two miles outside the centre, travel to and from the centre may be
an issue. Possible activities may include walking and swimming as data suggests
these are the most accessible facilities for physical and recreational use in Mallow.
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Furthermore, carrying out sports activities within social housing resource centres may
attract more interest. Activities may include exercise to music, dance, circuit training
and kalanetics. The aim of these initiatives would be to encourage all adults of all
social backgrounds to become physically active in a safe and comfortable
environment.

In addition, to providing information regarding the benefits of physical activity, the
main objectives of the initiatives would be to aid individuals become physically
active, to maintain physical activity levels, provide access to ongoing information and
support and access to a trained professional. A link with regional health authorities
would be beneficial in terms of referring individuals with possible health risks such as
obesity, hypertension, diabetes etc. A link with the Health Promotion Department
would be useful to provide complimentary health promotion information for
participants of the initiatives. A likely partner in this type of intervention may be the
Avondhu Development group. This group in concerned with increasing social
inclusion and equality, and are currently establishing a sports access initiative for
young people in the town.

Furthermore, links with local organisations and businesses may be possible with the
aim of offering incentives to participate in the initiative, for example; reduced
membership of the leisure centre, reduced life assurance, shoes and clothing
allowances, free or subsidised access to trained fitness professional and public health
nurses. The intervention would require commitment from participants to attend
regular programme reviews and to complete the research tool at regular intervals.
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Although reports from stages of change interventions have been disappointing to date,
the data on long term adherence is limited, (Adams & White, 2003) thereby
strengthening the need to carry out a long term intervention. Nonetheless, determining
stage of change and applying strategies and techniques to deliver a personalised
intervention however appears to be useful, (Buckworth & Dishman, 2002, Nutbeam &
Harris, 1999). In addition, the Stages of Change model provides important
information on the need to target physical activity campaigns towards the particular
characteristics of a population and subsequently provide interventions to successfully
address the different stages of motivational change.
Therefore, it is suggested a study be carried out to refine a tool for use in such
interventions be carried out.

5.5

Reliability & Validity :

As the research tool was adapted from SPAQ (Lowther et al, 1999) testing of the
reliability and validity of the tool was not was considered necessary. SPAQ was
shown to be reliable and to hold strong concurrent validity with limited measurement
validity (related to recalling of work based physical activity levels). Although every
effort was made to ensure the accuracy of the results, inherent bias exists with
recalled methods of measuring physical activity levels, (ibid, Denscombe, 2002,
Thomas & Nelson, 1996).
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Although the research tool is conducive to thoughtful and careful consideration of
answers the results of the study suggest that respondents may have exaggerated their
recall of physical activity levels, as many respondents had difficulty in accurately
placing themselves in the stages of change model, (Prochaska & DiClemente, 1984).
Therefore, the validity of the data presented in this study may be questionable,
although SPAQ was shown to be both reliable and valid (Lowther et al, 1999).

In addition, the poor correlation between recalled activity levels and self-selected
stage of change highlights possible limitations in both methods of measuring physical
activity levels. Therefore, a certain amount of inaccuracy may exist in the data
presented in this study. Inherent difficulty exists when attempting to measure any
hypothetical construct (Leary, 2004) in this case the motivation to exercise.

However, in this study it would be expected that stage of change (motivation to
exercise) should positively correlate with recalled levels of activity, therefore, the
construct validity of these results is questionable. Notwithstanding this other factors
may play a part in this poor relationship such as lack of knowledge of recommended
guidelines, exaggeration of recalled levels of activity and lack of training in the use of
the tool.
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5.6

Future Research;

Despite any limitations that may exist in the tool used in this research study there is a
necessity to use consistent methods in measuring physical activity and indicators of
physical activity (barriers and motivators) in addition to awareness of physical
activity messages and stage of change. In order to establish consistent methods a
study that refines the measurement of both leisure time physical activity and work
based physical activity is necessary. A common tool that can be used at both local and
national level would allow for comparisons between studies to be made with
confidence.

Suggestions for improving future research tool include: to change the title of the tool
as this served as a deterrent to some possible respondents, to include other lifestyle
questions regarding for example healthy eating, alcohol habits in an attempt to deflect
attention from the physical activity questions, reinforce that activities of moderate
intensity only be included and provide a more detailed list of what to include and
what not to include. It is also suggested that any work based physical activities that
are to be included should be clearly defined.

Any intervention carried out should be adequately researched at the planning,
implementation and evaluation stages. Funding for research should form an integral
part of the resourcing of any planned interventions.
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5.7

Conclusion:

International consensus reports show that physical inactivity leads to poor health and
increased all cause mortality (Bouchard et al, 1993, U.S. Department of Health,
1996). Notwithstanding this, physical activity promotion did not become a serious
concern in Ireland until the publication of the Health Promotion Strategy ‘Shaping a
Healthier Future’ in 1994. Furthermore, the success of national physical activity
promotion campaigns is not apparent and research suggests that the physical activity
messages of these campaigns have been lost. This has been seen in the low levels of
physical activity adherence in Irish adults, (ESRI, 2004, Higher Education Centre for
Health Promotion Studies, 1999, 2001). Although this study did not produce
replicable results it nonetheless produced comparable trends with past research. Such
that males were more active than females, activity declined as age increased and a
decline in activity levels was observed with lower social class.

The data from this study suggests that the government needs to set more realistic
physical activity goals, in addition to taking a new approach in terms of physical
activity campaigns. It is suggested that local links be made at times of national
campaigns to make access to physical activity services, trained professionals and
facilities more transparent to the local community.

The limitations in the use of this study’s tool highlight the need to refine the
measurement of both work based physical activity and leisure time physical activity.
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There is also a necessity to develop a common tool or similar methodology that can
be used in both local and national studies to observe trends over time and allow for
comparisons to be made with confidence.

Within the town of Mallow there is an immediate need to develop facilities for
physical activity and recreational use. Mallow youth centre is in need of immediate
refurbishment, and access to a pay as you go gym facility is needed. It is
recommended that Mallow UDC recognise the apparent lack of accessible physical
activity services and facilities and to provide provision to the development of these in
the town.

There is currently no catalyst to develop a physical activity initiative in the town of
Mallow'. There is no funding currently allocated by the Health Authorities or Mallow
Urban District Council. It would be suggested that funding be made available by both
bodies and public consultation take place with regard to funding that is for the
development of the town as a result of inclusion in the R.A.P.I.D. programme and
National Development Plan and National Spatial Plan.

In conclusion, it is suggested that initial physical activity interventions be aimed at
females of all ages, males over the age of fifty years and individuals of disadvantage.
Physical activity participation is lowest among these groups, as is seen in both this
study and in past research in Ireland, (ESRI, 2004, Higher Education Centre for
Health Promotion Studies, 1999, 2001).
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5.8

Key Recommendations:

■

Recommend that Mallow UDC carry out an exhaustive inventory' of PA
facilities and services for community recreational use to highlight the apparent
lack of accessibility to all social groups in the town, with a view to encourage
the council to include provision for funding for services and development of a
local public access facility.

■

Recommend that Mallow UDC proceed with provision for improvement in the
walkways and cycle paths in the town, (Mallow UDC Development Plan,
2004) although not under the title of facilities for community recreation this
nonetheless will serve to improve physical activity facilities, and benefit the
76% of the population who walk. It is suggested that a Sli na Slainte route be
developed.

■

Encourage Cork County Council (Cork County Council Development Plan,
2005) to proceed with the development of two new sports pitches on the
outskirts of the Mallow UDC area, with an emphasis on making these pitches
available for community use.

■

Recommend community consultation regarding perceived physical activity
needs in terms of facilities, services, and access to trained personnel, in order
to aid planning of funding available through the R.A.P.I.D. programme. The
National- Development Plan and the National Spatial Plan
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Recommend that a Physical Activity Initiative be established for Mallow:
specific groups would be females, males over 50 yrs, and individual of social
disadvantage. It is recommended funding be sought for a six month pilot
programme with the aim of a long term PA initiative in the town for adults.
Success of these interventions in Mallow may serve to inform future physical
activity policy. Any PA intervention programme in the town could use the tool
at regular intervals to further refine the tool as an adjuvant to the programme.
Physiological measurements may be taken at baseline and at follow up to
reinforce results of the intervention, and to encourage ongoing funding of the
programme. Respondents could be trained in the use of the research tool.
Regular completion of the questionnaire may result in more realistic recalling
of activity levels in order to enhance the reliability and validity of the data, as
respondents may be less likely to overestimate their activity levels
Recommend that any national campaign should include involvement from
interested local bodies, including local action groups and regional health
authorities. Awareness of the benefits of physical activity is essential as
respondents move through the stages, in addition to access to ongoing training
and access to support and encouragement. Any future national campaign
should encourage individuals to take the stairs and accumulate exercise over
the course of the day. This is established by the results of second research
question where many respondents were not aware of the benefits of taking the
stairs or the effectiveness of accumulated physical activity.
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Appendix 4

Appendix 4
Physical Activity Services & Facilities & Sports Clubs in Mallow Town:

Club/Association
Mallow

Active

Retirement Association

Age group

Facilities

Activities

Affiliation
Federation of Active

Indoor

games,

Retirement Assoc

incl. table tennis,

Meetings

held

in

Retirement age

Parish Centre

bowls, walks, art.
pitch

&

putt,

outings & keep
fit classes
Aerobics & Calanetics

Private Classes

Held

Aerobics

in

Mallow

All ages

Youth Centre Gym.
Park Hotel, Mallow,
& Mercy Centre (St
Mary's

Secondary'

School,

Mallow).

Hibernian

Leisure

Centre
Mallow Celtic A.F.C.

Football Association

St Joseph’s

Soccer

Munster
Association

Males. Junior level

Club Grounds

of Ireland
Mallow United A.F.C.

Road

Football

Senior

Soccer,

Mallow Town Park

8 yrs to

adults

junior & school
boy

Males,

leagues,

inter pub, inter
league

&

7-a

side soccer
Abbey
Athletic Club

Striders

Athletics;
& field

track

in

Juvenile, Senior &

Mourneabbey (Just

Masters - Open to

outside

all ages in Mallow,

Train

town)

Mallow-

Mourneabbey

&

surrounding areas

IV

Liscarroll

Athletics

Train in Liscarroll

Juveniles. Senior &

& field & cross

(approx

miles

Masters (open to all

country

outside

Mallow

in surrounding area

Athletics;

Club

track

8

inch Mallow)

town)

Mallow Athletic Club

Cross country' &

Senior & Masters

road
championships
Mallow

Badminton

Club
Ladies Basketball Club

Basketball
Association
Ireland

Mallow Bowling Club

of

Badminton

St

(division 5 & 6)

National School

Basketball,

Mallow Youth Club

7 years upwards.

Munster & All

& Woodview Drive

Junior

Ireland standard

centre

clubs

Patrick’s

Boys

Road Bowling

Juvenile & Senior

&

senior

All ages

(Road)
Mallow Indoor Bowls

Indoor Bowls

St

Maiy’s

Males & Females

Secondary

School

aged

Gym
Kiely-Walsh Academy

Irish

of Irish Dancing

Munster & All

Dancing.

St

12

-

100

years!

Patrick’s

Boys

All ages, juvenile

National School

& senior

Social

All ages, juvenile

Ireland standard
The Mulcahy School of

Irish

Dancing.

Irish Dancers

Munster,

All

Services

Centre

& senior

show

Camps held in Cork

Boys & girls up to

jumping, games.

Racecourse, Mallow

age 21

Ireland & World
Championship
standard
Duhallow Pony Club

Dressage,

cross

country,

triathlons

Gaelic

Athletic

Association,

Mallow

G.A.A.

Mallow Town Park

Camogie,

U9,

UlO,

Ull,

U12, U14

Camogie Club
St

Mar>’’s

Juvenile

Hurling

G.A.A.

G.A.A. Club Mallow
Thomas Davis Minor
Hurling

&

&

Football
G.A.A.

Hurling

Football

Carhookeal G.A.A.

U8, UlO, U12, U14

grounds

& U16

&

Minor (U18)

Football

Club
Mallow G.A.A. Senior

Hurling

G.A.A.

Club
Mourneabbey

&

Mallow town park

U12 to senior level

Moureabbey

U12 to junior level

Football
Ladies

G.A.A.

Ladies Football

outside

Football Club

(just
Mallow

town)
Mallow Golf Club

Mallow Squash Club

Golf,

C/0

Mallow Golf course

All ages, male &

squash

& club house

female

Mallow Golf Club

All ages

Mallow Golf Club

All ages

Juvenile

Mallow

Golf

Squash

Mallow

Golf

Tennis,

tennis,

Club
Mallow Tennis Club

Mallow Sports AcroGymnastics

C/0

all

Club

grades

Irish Gymnastics Ltd

Gymnastics,

Mallow

Regional,

Centre

National

Youth

boys

&

boys

&

girls

&

International
level
Pyramid

Sports

Acrobatics Club

Gymnastics,

St

Regional,

National School

National

Patrick’s

Boys

&

Juvenile
girls

aged

4

upwards

International
level
Mallow Handball Club

Handball,

Mallow

Munster & All

Centre

Youth

Juveniles & adults

Ireland level

VI

Mallow Ladies Hockey

Hockey Association

Club

of Ireland

Division 3 & 6

Train at Harlequins,

Adults

Cork City

Shotokan Karate

Mallow

Karate

Youth

All ages

Centre
Majestic Pitch & Putt

Pitch

Club, Mallow

County

&

Putt.

Mallow Pitch & Putt

Juveniles & adults

course

Championship
level

Mallow Rugby Club

Rugby

Football

Union (RFU)

Rugby,

County

Rugby

club

St

& McCarthy Cup

Joseph’s Rd & a

champions

playing

pitch

Juveniles & Adults

in

Mallow Town Park
Special

Olympics

-

Special Olympics

North Cork

Swimming.

Various venues in

All ages over 8

basketball,

Mallow surrounding

years

indoor

area.

hockey,

athletics,

horse

riding.

golf.

Mallow

Swimming Pool

drama
Paralympic Council of

Paralympic Council

Ireland

or Ireland

Mallow Tae Kwon Do

Tae Kwon Do, a

St

Club

Korean

National School

Martial

Patrick’s Boys

All ages

Art
Southern

Tae

Kwon

Tae Kwon Do

Youth Centre Gym

All ages

Walking groups

Meet in main street

All ages

Do Club, Mallow
Mallow Walking Club

Mallow on Sunday
for a half day or full
day walk and on
Tuesday

&

Thursday

for

evening walks

Vll

Irish
Council

Water
-

Safety
Mallow

Irish

Water Safety

Council

Branch

Swimming

Mallow

instruction
life

and
saving

instruction

Pool,

Swimming
week

long

run

from

courses

All ages

Sept - June, with
summer

courses

also being held

Mallow

Swans

Competitive

Swimming Club

swimming
(Swans)

Mallow Swimming
team

Juveniles

Pool

and

non-competitive
swimming
(Cygnets)
Yoga

Private Lessons

Blackrock

Yoga

Mallow

Park

All ages

(private

residence)
Mallow Youth Centre

Various activities

Mallow

Youth

take place in this

Centre,

Courtview,

centre

Mallow

most of

Available
groups,

to
all

all
ages

with prior booking

which have been
listed previously,
other

activities

include;

indoor

soccer,
badminton,
basketball,
karate.

Vlll

Mallow

Community

Youth Project

Summer

camp.

Mallow

sports.

horse

Centre

riding.

treasure

hunts.

outdoor

Youth

School

Aged

Children

pursuits
Hibernian

Leisure

Centre Mallow

Private Membership

Gym, 20 metre

Hibernian

only

swimming pool,

Mallow

Hotel,

Adults

steam room &
sauna
Mallow

Swimming

Pool

Public
Pool

Swimming
funded

Mallow

by
Town

25

metre

Courtview, Mallow

All ages, training

swimming pool,

centre for Special

steam room

Olympics, Mallow
Swans

Council

Swimming

Club & Irish Water
Safety

Curves, Mallow

10 station circuit

Bowling

Franchise

training

Mallow

(originated in USA)

on

Curves

Fitness

(based

Green.

Females, over 18

hydraulic

machines)

for

ladies aiming to
lose
(inches

weight
rather

than pounds)

IX

Appendix 5

LEGEND
Open Space/Sports/Recreation/
;^enity
River
SDCA
Bearforest Special
Development Control Area
(subject to the preparation of a
consevation plan & the provisic
adequate services)

-A -

:'V

^
|i
N

Spa Glen Landscape
Amenity Area
Tree Preservation Order [TI-TISJ
Views & Prospects (V1-V10)
Indicative Walkways
Protected Walls [S1-S7]

» ■

Biackwater Corridor
Designation
Town Council Boundary

\
. r'- f

, ,C

■v
f,;
1/
♦/
H:

m
fi
' /-/'t

/
'}

COLIN

BliC'l-iANAN
AND PARTNLRS

Drawing Title:

Map No:3 Amenity Strategy

Client:

Mallow Town Council

Scale:

Not to scale

______ . AR971/Mrln/Amenitv/01

Appendix 6

Please use the fotlowing scale to rate each sentence listed below
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The purpose of this questionnaire is to assess your level of physical activity. By answering
these questions you are helping us determine the physical activity needs of Mallow town,

I

fe'.’.'.'d'j'.iiii'i-fo,-

The questionnaire is easy to complete, it will only take about 15 minutes.
This is not a test so there Is no right or wrong answer.
• I

fi V'?-

iI

M

BY REGULAR PHYSICAL ACTIVITY WE MEAN:

Please state if you AGREE 6r DISAGREE with the following statements

^PAgRE^^^ liliitSAGR^IKi
T aking the staiifOT’geh^ally' Bbllrig acti^ f^at least Sfflriin'utK isT
enoligifeii^WPth;./i.

Wi'

Please read through all the statements below and tick ONE BOX for the statement that best
' describes your physical activity over the last 6 nhonths.

What facilities do you use in Mallow town? Please tick boxes
Q Swimming Pod (public pool)
QSoccer, Rugby, GAA Pitches
Q Youth Centre (basketball, badminton, handball, indoor soccer, etc)
d Pitch & Putt Course

d

Golf Course
□ Hotel Leisure Centre

d

Walk Ways (trails, footpaths)
□other, please specify:

THANK YOU FOR COMPLETING THIS QUESTIONNAIRE

LEISURE TIME PHYSICAL ACTIVITY - Remember, do not include light intensity activities

npN

in the past week how many minutes did you spend each day:

!

I9SK BWI!®

KIttiB

’

'

PHYSICAL ACTIVITY AT WORK (Only complete if you are currently employed and remembqr not to include light intensity activities)
In the past week how many minutes did you spend each day:

Was last week typical of the amount of physical activity you usually do?

i^^lWliomrnuGlimore^^

<M®ci

Appendix 7

SCOTTISH PHYSICAL
ACTIVITY QUESTIONNAIRE

The following questionnaire is a simple way of measuring the amount of physical activity you have done over
the last week. The questionnaire is strictly confidential so try and answer all questions as honestly as you can.
Obviously, the overall accuracy depends on the accuracy of individual answers. It is not a test so there is no
pass or fail.

Y)'
On the following page you will find a sheet which lists your physical activity for the previous week.

The following quesfiD|a:pBJ^^
be as accurate as’possible VvffSv™'
only Spent half thatljme d^mcifljl]

'^ha^''-spent||m;ln||t^|i|
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In the past week how many minutes did you spend each day:

(3)

IV

VII

VIII

IX

(4)
— -stv,

3.'•■•■.

---v 'jslO -1 usually do more
NO -1 usually do less

i T
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%
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30 mins

10 mins

10 mins

15 mins

30 mins

70 mins
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TOTAL

165 mins

Appendix 8

Social Class

The entire population is also divided into one of the following
new social class groups, which are defined on the basis of
occupation:
1.
2.
3.
4.
5.

Professional Workers
Managerial and Technical
Non-manual
Skilled manual
Semi-skilled

7. All others gainfully occupied and unknown
The occupations included in each of these groups have been
selected in such a way as to bring together, as far as possible,
people with similar levels of occupational skills. In determining
social class no account is taken of the differences between
individuals on the basis of other characteristics such as
education. Accordingly social class ranks occupations by the
level of skill required on a social class scale ranging from 1
(highest) to 7 (lowest). The scale combines occupations into six
groups by occupation and employment status following
procedures similar to those outlined above for the allocation of
socio-economic group. A residual category “ All others
gainfully occupied and unknown” is used where no precise
allocation is possible.

yiii
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Appendix 8
Social classes - list of constituent occupations
Code No.

Social class and occupation

1

Professional workers

100
160
200
201
202
209
210
211
212
214
215
216
219
220
221

Senior managers in national government
Farm owners and managers (200 or more acres)
Chemists
Biological scientists
Physicists
Other natural scientists n.e.s.
Civil and mining engineers
Mechanical engineers
Electrical and electronic engineers
Software engineers
Chemical, production, planning and quality control engineers
Design and development engineers
Other engineers and technologists n.e.s.
Medical practitioners
Pharmacists, pharmacologists, ophthalmic and dispensing
opticians
Dental practitioners
Veterinarians
University, RTC and higher education teachers
Judges
Barristers and solicitors
Chartered and certified management accountants (incl. taxation
experts)
Actuaries, economists, statisticians, management consultants and
business analysts
Architects, town planners and surveyors
Psychologists and other social/behavioural scientists
Clergy
Social workers and probation officers

223
224
230
240
242
250
252
260
290
292
293

2

Employment status

3,4
3.4
3.4
3.4
3.4
3.4
3.4
3.4
3.4
3.4
3.4
3.4
3.4
3.4
3.4
3.4
3.4
3.4
3.4
3.4
3.4
3.4
3.4
3.4
3.4
3.4

Managerial and technical

101
102
103
110
111
120
121
122
124
126
130
131
132
139
140
141
150
152
160

General managers in large companies
Local government officers
General administrators in national government
Production and 'works managers
Building managers
Company financial managers
Marketing managers
Purchasing managers
Personnel managers
Computer systems managers
Credit controllers
Bank and building society managers
Civil Service executive officers
Other financial managers n.e s.
Transport managers
Stores and warehousing managers
Commissioned officers in armed forces
Senior police and prison officers
Farm owners and managers (100-199 acres)

2

Managerial and technical (contd.)

3.4
3.4
3.4
3.4
3.4
3.4
3.4
3.4
3.4
3.4
3.4
3.4
3.4
3.4
3.4
3.4
3.4
3.4
3.4
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Appendix 8 (contd.)
Code No.

171
173
174
175
176
177
178
179
191
199
233
234
239
270
300
301
302
303
309
312
313
320
331
332
340
342
343
346
347
349
350
361
363
371
380
381
384
390
391
394
396
399
640
700
702
720

Social class and occupation

Garage managers and proprietors
Hotel and accommodation managers
Restaurant and catering managers
Publicans, innkeepers and club managers
Entertainment and sport managers
Travel agency managers
Managers and proprietors of butchers
Managers and proprietors of shops
Administrators of schools and colleges
Other managers n.e.s.
Secondary and vocational education teachers
Primary and nursery education teachers
Other teaching professionals n.e.s.
Librarians, archivists and curators
Laboratory technicians
Engineering technicians
Electrical and electronic technicians
Architectural, town planning, building and civil engineering
technicians
Other scientific technicians n.e.s.
Building inspectors and quantity surveyors
Marine, insurance and other surveyors
Computer analyst programmers
Aircraft officers, traffic planners and controllers
Ship and hovercraft officers
Nurses and midwives
Medical radiographers
Physiotherapists and chiropodists
Medical technicians, dental auxiliaries and dental nurses
Occupational and speech therapists, psychotherapists and other
therapists n.e.s.
Other health associate professionals n.e.s,
Legal service and related occupations
Underwriters, claims assessors, brokers and investment analysts
Personnel, industrial relations and work study officers
Matrons, houseparents, welfare, community and youth workers
Authors, writers and journalists
Artists, commercial/industrial artists, graphic and clothing
designers
Actors, musicians, entertainers, stage managers, producers and
directors
Information officers, careers advisers and vocational guidance
specialists
Vocational, industrial trainers and driving instructors
Inspectors of factories, trading standards and other statutory
inspectors
Environmental health workers, occupational hygienists and safety
officers
Other associate professional and technical occupations n.e.s.
Nurses’ aids and ambulance staff
Buyers and purchasing officers
Importers, exporters, commodity and shipping brokers
Sales assistants, check-out operators and petrol pump attendants

3

Non-manual

160

Farm owners and managers (50-99 acres)

Employment status

2

3,4
3.4
3.4
3.4
3.4
3.4
3.4
3.4
3.4
3.4
3.4
3.4
3.4
3.4
3.4
3.4
3.4

2
2
2
2
2
2
2
2
2
2
2

3.4
3.4
3.4
3.4
3.4
3.4
3.4
3.4
3.4
3.4
3.4

2
2
2
2
2
2
2
2

3.4
3.4
3.4
3.4
3.4
3,4
3.4
3.4

2
2
2
2
2

2

3.4
3.4
3.4
3.4
3.4
3.4
3.4
3.4

3.4
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Appendix 8 (contd.)
Code No.

174
176
178
310
386
387
391
400
401
410
411
412
430
459
460
462
490
600
610
611
615
619
652
660
702
710
719
720
790

Social class and occupation

Restaurant and catering managers
Entertainment and sport managers
Managers and proprietors of butchers
Draughtspersons
Photographers, camera, sound and video equipment operators
Professional athletes and sport officials
Vocational, industrial trainers and driving instructors
Civil Service clerical officers and assistants
Local government clerical officers and assistants
Accounts and v^ages clerks, book-keepers and other financial
clerks
Cashiers, bank and counter clerks
Debt, rent and other cash collectors
Filing, computer, library and other clerks n.e.s.
Secretaries, medical, legal; personal assistants, typists and v^ord
processor operators
Receptionists and receptionist-telephonists
Telephone operators, telegraph operators and other office
communication system operators
Computer operators, data processing operators and other office
machine operators
Soldiers (sergeant and below)
Police officers (sergeant and below)
Fire service officers
Security guards and related occupations
Other security and protective service occupations n.e.s.
Educational assistants
Hairdressers, barbers and beauticians
Importers, exporters, commodity and shipping brokers
Technical and wholesale sales representatives
Auctioneers, estimators, valuers and other sales representatives
n.e.s.
Sales assistants, check-out operators and petrol pump attendants
Merchandisers, window dressers, floral arrangers and telephone
salespersons

Employment status

1
1
1
1
1
1
1
1

2
2
2
2
2
2
2
2
2

3.4
3.4
3.4

1
1
1
1

2
2
2
2

3.4
3.4
3.4
3.4

1
1

2
2

3.4
3.4

1

2

3.4

1

2

1
1
1

2
2
2

3.4
3.4
3.4
3.4

1

2

1

2

1

2

3.4
3.4

1

2

3.4

3.4
3.4

3.4
3.4
3.4

Skilled manual
160
500
502
504
506
507
515
516
517

519
521
523
4
524
525

Farm owners and managers (30-49 acres)
Bricklayers and masons
Plasterers
Builders and building contractors
Floorers, floor coverers, carpet fitters and planners, floor and \vall
tilers
Painters and decorators
Toolmakers
Metal working production and maintenance fitters
Precision instrument makers, goldsmiths, silversmiths and
precious
stone workers
Other machine tool setters and CNC setter-operators n.e.s..
Electricians and electrical maintenance fitters
Telephone fitters

3.4
3.4
3.4
3.4
3.4
3.4
3.4
3.4

3.4
3.4
3.4
3.4

Skilled manual (contd.)
Cable jointers and lines repairers
Radio, TV and video engineers

3.4
3.4
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Appendix 8 (contd.)
Code No.

526
529
530
532
533
537
540
541
550
554
555
556
559
561
569
570
571
579
580
581
582
590
620
630
650
652
660
670
690
731
800
810
821
824
830
834
839
871
872
873
874
881
882
885
887
889
897

Social class and occupation

Computer engineers (installation and maintenance)
Other electrical and electronic trades n.e.s.
Smiths, forge/metal plate workers and shipwrights
Plumbers, heating and ventilating engineers and related trades
Sheet metal workers
Welders and steel erectors
Motor mechanics, auto electricians, tyre and exhaust fitters
Vehicle body repairers, panel beaters and spray painters
Weavers, knitters, warp preparers, bleachers, dyers and finishers
Coach trimmers, upholsterers and mattress makers
Shoe repairers and other leather makers
Tailors, dressmakers, clothing cutters, milliners and furriers
Other textiles, garments and related trades n.e.s..
Printers, originators and compositors
Bookbinders, print finishers and other printing trades n.e.s.
Carpenters and joiners
Cabinet makers
Other woodworking trades n.e.s.
Bakers and flour confectioners
Butchers and meat cutters
Fishmongers and poultry dressers
Glass product and ceramics makers, finishers and other
operatives
Chefs and cooks
Travel and flight attendants
Childminders, nursery nurses and playgroup leaders
Educational assistants
Hairdressers, barbers and beauticians
Housekeepers (domestic and non-domestic)
Undertakers, bookmakers and other personal service workers
n.e.s.
Roundsmen/women and van salespersons
Bakery and confectionery process operatives
Tannery production operatives
Paper, wood and related process plant operatives
Rubber process operatives, moulding machine operatives and tyre
builders
Moulders and furnace operatives (metal)
Electroplaters, galvanisers and colour coaters
Other metal making and treating process operatives n.e.s.
Bus and road transport depot inspectors
Drivers of road goods vehicles
Bus conductors and coach drivers
Taxi/cab drivers, chauffeurs and couriers
Railway station workers, supervisors and guards
Rail engine drivers and other railway line operatives
Mechanical plant drivers/operatives and crane drivers
Fork lift truck drivers
Other transport and machinery operatives n.e.s.
Woodworking machine operatives

5

Semi-skilled

160
441

Farm owners and managers (0-29 acres and area not stated)
Storekeepers, warehousemen/women, despatch and production
control clerks

Employment status

2
2
2
2
2
2
2

2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2

3.4
3.4
3.4
3.4
3.4
3.4
3.4
3.4
3.4
3.4
3.4
3.4
3.4
3.4
3.4
3.4
3.4
3.4
3.4
3.4
3.4
3.4
3.4
3.4
3.4
3.4
3.4

2
2
2
2
2

3.4
3.4
3.4
3.4

2
2
2
2
2
2
2
2
2
2
2
2
2
2

3.4
3.4
3.4
3.4
3.4
3.4
3.4
3.4
3.4
3.4
3.4
3.4
3.4
3.4

3.4
3.4
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Appendix 8 (contd.)
Code No.

501
503
509

Social class and occupation

895
898
899
903
904
913
919
922
923
929
930
931
940
951

Roofers, slaters, tilers, sheeters and cladders
Glaziers
Scaffolders, riggers, steeplejacks and other construction trades
n.e.s.
Sewing machinists, menders, darners and embroiderers
Gardeners and groundsmen/women
Horticultural trades
Other craft and related occupations
Prison service officers
Security guards and related occupations
Other security and protective service occupations n.e.s.
Waiters and waitresses
Bar staff
Care assistants and attendants
Caretakers
Launderers, dry cleaners and pressers
Undertakers, bookmakers and other personal service workers
Market/street traders and scrap dealers
Tobacco process operatives
Other food and drink (incl. brewing) process operatives
Spinners, doublers, twisters, winders and reelers
Other textiles processing operatives
Chemical, gas and petroleum process plant operatives
Plastics process operatives, moulders and extruders
Synthetic fibre and other chemical, paper, plastics and related
operatives
Machine tool operatives (inc. CNC machine tool operatives)
Other automatic machine workers, metal polishers and dressing
operatives
Assemblers and lineworkers (electrical and electronic goods)
Assemblers and lineworkers (metal goods and other goods)
Inspectors, viewers and laboratory testers
Packers, bottlers, canners, fillers, weighers, graders and sorters
Seafarers (merchant navy), barge and boat operatives
Electrical, energy, boiler and related plant operatives and
attendants
Pipe layers/pipe jointers and related construction workers
Mine (excluding coal) and quarry workers
Other plant, machine and process operatives n.e.s,
Fishing and related workers
Forestry workers
Mates to metal, electrical and related fitters
Labourers in engineering and other making/processing industries
Rail construction and maintenance workers
Road construction workers, paviors and kerb layers
Other building and civil engineering labourers
Stevedores and dockers
Goods porters
Postal workers and mail sorters
Hotel porters and kitchen porters

5

Semi-skilled (contd.)

953
958
959
990

Counterhands and catering assistants
Cleaners and domestics
Other occupations in sales and services n.e.s.
All other labourers and related workers

553
594
595
599
612
615
619
621
622
644
672
673
690
732
802
809
812
814
820
825
829
840
841
850
851
860
862
880
893

Employment status

3.4
3.4
3.4
3.4
3.4
3.4
3,4
3,4
3.4
3.4
3.4
3.4
3.4
3.4
3.4
3.4
3.4
3.4
3.4
3,4
3.4
3.4
3.4
3.4
3.4
3.4
3.4
3.4
3.4
3,4
3.4
3.4
3.4
3.4
3.4
3.4
3.4
3.4
3.4

3.4
3.4

3.4
3.4
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Appendix 8 (contd.)
Code No.

Social class and occupation

6

Unskilled

892
900
901
919
923
929
930
931
933
934
955
958
990

Water and sewerage plant attendants
Farm workers
Agricultural machinery drivers and other farming occupations
Labourers in engineering and other making/processing industries
Road construction workers, paviors and kerb layers
Other building and civil engineering labourers
Stevedores and dockers
Goods porters
Refuse and salvage collectors
Drivers’ mates
Window cleaners and car park attendants
Cleaners and domestics
All other labourers and related workers

7

All others gainfully occupied and unknown

000
191
270
802
887
889
933
955
999

Gainfully occupied but occupation not stated
Administrators of schools and colleges
Librarians, archivists and curators
Tobacco process operatives
Fork lift truck drivers
Other transport and machinery operatives n.e.s.
Refuse and salvage collectors
Window cleaners and car park attendants
All other gainful occupations n.e.s.

Employment status

1

2

1

2

1
1
1
1
1
1
1
1
1

2
2
2
2

2
2
2

3,4
3,4
3,4
3,4
3,4
3,4
3,4
3,4
3,4
3,4
3,4
3,4
3,4

3,4

3,4
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